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ABSTRACT 
 
 
Attention Deficit Hyperactivity Disorder (ADHD)-related behaviour difficulties 
are said to be the cause of much of the disharmony and discord that exists 
within many families with ADHD-diagnosed children. On the basis of this 
understanding, a supplementary programme of behaviour modification, 
referred to as the Coping Skills Programme, was designed and implemented 
over a designated period of time, as a trial efficiency test, with a view to 
alleviate some of the family environmental stress caused by the effects of this 
disorder.  There were three main aims to this research project, related to the 
research questions: Firstly, to establish to what extent this programme helped 
with the kinds of problems and difficulties being experienced by the parents of 
ADHD-diagnosed children and by the children themselves; secondly, to make 
recommendations regarding how to access and use such a programme and 
learn its skills, and thirdly to determine further ways with which to improve the 
Coping Skills Programme.   
The research design was based on Interpretive Theory and was 
qualitative in nature. An in-depth literature study was undertaken, which 
together with all the field notes acquired during the course of the study, 
formed the foundation of the study.   A needs analysis was also carried out to 
ascertain the level and variety of ADHD-related needs that exist within the 
family unit.  This needs analysis took place in the Nelson Mandela Metropole 
in the Eastern Cape to ascertain the level and variety of ADHD-related needs 
that exist within the family unit.  The sampling selection of participants was 
both purposeful and dependent on availability, in order obtain as wide a range 
of information as possible, regarding specific ADHD-related criteria.  This data 
was used as a foundation for the programme’s development.  Information was 
gathered by means of phenomenological interviews, case study analysis, a 
focus group interview, field notes, observations and an audit trail.  Measures 
were taken to ensure that the study was ethically conducted and 
trustworthiness maintained. 
The Coping Skills Programme was implemented with different families 
with ADHD-diagnosed children, within its designated time, which varied from 
family to family from between 8 and 10 weeks.  Finally, three families were 
 xx
selected as case studies to substantiate the findings of this research study.  
Their selection was based on the range of the children’s age, the variety of 
their combined needs, the way in which each family dealt with the challenges 
posed by the programme, the parents’ involvement and the rate of success 
experienced by each family at the end of the allotted time.   
At the end of the programme’s implementation period it was found that 
confusion regarding parental role clarity and the role of the child in the home 
had a strong bearing on the treatment and management of ADHD-related 
difficulties.  It was also found that the effect of parental unity and/or discord 
had a direct impact on ADHD-related behaviour.  Equally important to the 
effective management of ADHD-related difficulties were the parental 
understanding and perceptions regarding their child’s ADHD-related needs 
and difficulties.  The effectiveness of behaviour modification in relation to the 
level of parental involvement was also salient, as was the use of effective, 
positive communication to achievement of optimum results.  Parental 
understanding of the role of discipline and how the effective use of this skill 
benefits the ADHD-diagnosed child became clear, as did the value of 
consistency in behaviour modification.  The conclusion was reached that a 
programme as flexible as the Coping Skills Programme, when used 
appropriately and as a supplement to other forms of therapy, may be a 
significant source of assistance, support, encouragement and empowerment 
to families with members suffering with ADHD.   
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CHAPTER ONE  
 
ORIENTATION, PROBLEM STATEMENT, RESEARCH AIM, CLARIFICATION 
OF CONCEPTS, RESEARCH DESIGN AND METHODOLOGY, AND 
RESEARCH PLAN 
 
1.1 INTRODUCTION AND RATIONALE 
 
  The story of Fidgety Philip 
 
“Let me see if Philip can be a little gentleman; 
Let me see if he is able to sit still for once at the table.” 
Thus Papa bade Phil behave; and Mama looked very grave. 
But Fidgety Phil, he won’t sit still; 
He wriggles, and giggles, and then, I declare, 
Swings backwards and forwards, and tilts up his chair, 
Just like a rocking horse  - “Philip! I am getting cross!” 
See the naughty, restless child growing still more rude and wild, 
Till his chair falls over quite.   Philip screams with all his might, 
Catches the cloth, but then that makes matters worse again. 
Down upon the ground they fall, glasses, plates, knives, forks and all. 
How Mama did fret and frown, when she saw them tumbling down! 
And Papa made such a face! 
Philip is in sad disgrace… 
       Author Unknown 
 
The above poem gives a true reflection of Attention Deficit Hyperactivity 
Disorder, better known as ADHD (as it will further be referred to).  This lack of 
physical control is symptomatic of individuals suffering from the effects of ADHD 
(Hallowell & Ratey, 1995:270).  Such lack of physical and impulse control, as well 
as inattention and distractibility are all clear indications of the symptoms 
culminating in the difficulties that parents face when dealing with children who 
have been diagnosed with ADHD.  Such difficulties have a reactive influence on 
the quality of life of both the ADHD diagnosed child and the family.   
 
Children in general may acquire their behaviour orientation from the actions they 
observe when they interact within a given social setting, as they tend to copy the 
behaviour of adults, usually their parents, as well as others with whom they are in 
contact.  Often children’s behaviour may be a direct result of unclear guidelines 
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and boundaries in the home, i.e. where rules, rewards, and consequences are 
not clearly explained to the children (Rowe, 1994:7-8).  
 
A child’s behaviour may also be the overt evidence of problems that exist in the 
home and family setting, where friction between the parents causes undesirable 
behaviour in the children, often leading to inconsistent disciplining methods, i.e. 
parents frequently argue/disagree about the appropriate way to discipline 
children.  The genetic, psychosocial, the environmental and the cognitive 
perspectives support this view, which will be further discussed in Chapter Two 
(68-73).  Differing parenting styles and child learning styles may also prove 
problematic, to both parents and children, and this too will be discussed in more 
detail in Chapter Three. 
 
Another aspect is that children try out various actions and behaviours, which they 
have learned from those around them (Rief, 2005:97-98). How adults react to 
their behaviour will determine how and whether such behaviour will be 
internalised and repeated or not, i.e. a child’s misbehaviour is usually accidental 
the first time it happens.  If the reaction such behaviour generates, is perceived 
as favourable by the child, the same behaviour may be repeated again until the 
parent or teacher’s reaction changes and the behaviour’s outcome becomes 
uncomfortable to the child.  This suggests that a given behaviour may start off for 
a particular reason, such as by accident, but may carry on for a completely 
different reason altogether, such as the attention a child achieves from the 
reaction of the adult, suggesting that such behaviour can be effectively modified 
(Rowe, 1994: 194-202). 
 
ADHD behaviour may be overlooked or even be passed off as normal up to a 
certain age.  What initially appears to be a very active baby soon becomes a 
difficult toddler, and later, the same individual may be labelled as an 
uncontrollable 1st or 2nd Grader in need of special care and teaching. Children 
who suffer from ADHD have difficulty sitting still and paying attention, often 
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resulting in disruptive behaviour, which may have long-term consequences, such 
as the development of depression and/or aggression, as the child grows and 
develops, but begins to struggle to keep up, both scholastically and with his/her 
peers (Sonna, 2005:1-11).   
 
This seeming inability to keep up, both at school and socially, happens because 
important foundational learning building blocks are lost, such as the initial steps 
needed for basic reading, writing and arithmetic.  These are usually missed 
during periods of inattentiveness (Sonna, 2005:1-11).  Social building blocks, 
such as the acquisition of rules for correct behaviour, and the ability to remember 
sequence, as when doing school projects or washing of hands after feeding the 
cat, for instance, are also affected by the inability to stay focused.  This is thought 
to happen because the part of the child’s brain responsible for attention and 
focus, is not working in sync with the source of incoming information, i.e. the 
child’s brain is either working faster or slower than the teacher or parent’s voice 
speed and modulation (Levine, 2002:28-35).  This aspect will be attended to in 
more detail in the next chapter. 
 
The school setting is therefore often the place where ADHD related behaviour 
becomes apparent.  Teachers notice clear differences between the learning 
styles and behaviour of their learners, which may suggest that certain children 
need to undergo further testing by trained professionals.  The conclusion is often 
drawn that the child may need specialised attention (Rief, 2005:119-120), 
because of unfinished schoolwork, misunderstood instructions and forgotten 
tasks.   
 
It is at this stage that many parents first become aware of ADHD and the reality 
that it affects every aspect of the child’s life.  At this stage parents find 
themselves faced with dilemmas, such as whether or not to medicate the child, 
whether to increase discipline or change disciplinary methods, and whether or 
not to listen to all the well meant advice given to them by doctors, the media and 
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well meaning individuals, regarding their child’s difficulties (Barkley, 2000:106-
114).  In many cases, one or both parents may suffer from difficulties similar to 
those of their child, which often result in confusing reactions to their child’s 
behaviour.  This may affect the process of the child’s socialization because the 
parent him/herself may not have found the adequate coping skills needed for 
dealing with such difficulties (Lawlis, 2004:110-223).   
 
According to the Diagnostic and Statistical Manual of Mental Disorders, fourth 
edition (DSM-IV) (American Psychiatric Association, 1994), and the Statistical 
Manual of Mental Disorders, fourth edition - Text Revised (DSM-IV-TR) 
(American Psychiatric Association, 2000), adolescents who have been 
diagnosed with ADHD combined with conduct disorders, such as Oppositional 
Defiance Disorder (ODD) or Anti-Social Personality Disorder (ASPD), may 
develop a tendency for drug abuse and/or delinquency.  When compared with 
other individuals of the same age and maturity, who have not been diagnosed 
with ADHD, such individuals have a higher than normal tendency for aggression, 
deceitfulness, destructiveness and a lack of consciousness or feelings of 
remorse, as stated by the American Psychiatric Association (APA) in the DSM-IV 
(APA, 1994:85-91). 
 
Children who have been diagnosed with ADHD are also more prone to accidents 
and injury as a result of inattentive, impulsive behaviour (APA, 1994:78-85).  This 
lack of impulse control may cause individuals to knock over objects, bang into 
people and grab hot objects, such as pots. They may also engage in potentially 
dangerous activities without proper consideration, such as riding a bicycle down 
the driveway, headlong into on-coming traffic or into a busy street (Barkley, 
2005:41). 
 
It is a well known fact that a family unit provides a safe and comfortable 
environment for its members to work together at resolving difficult issues that 
otherwise would cause the family to become disorganized and ‘economically 
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vulnerable’ (Pretorius, 1998:57).  The family as a primary group also provides a 
psychosocial environment in which its members can make mistakes and learn to 
make adjustments safely and with dignity (Schaefer & Lamm, 1992:381-382).  
Children especially, can learn about socially appropriate and inappropriate 
behaviour, how to exercise self-control and to take responsibility for their 
decisions and actions (Schaefer & Lamm, 1992:385).  These are crucial activities 
in the process of socialization of the child, especially if the child has been 
diagnosed with ADHD. 
 
The acquisition of appropriate social etiquette, based on familial norms and 
values becomes more difficult in dual income households and single parent 
homes, due to restricted quality family time.  This often results in confusion in 
young children, especially those diagnosed with ADHD.  Children are being 
raised and educated by institutions other than the family, with greater frequency, 
and acquiring social values and norms that are not necessarily those of the 
parent, as is the case when TV/Video watching is used as a baby-sitting tool by 
caregivers, other than the parents.  This is one aspect that often adds to the 
child’s overt behaviour changes (Lauer, 1992:466-477).  This aspect, and others 
equally influential, as well as the value, to parents, of a Coping Skills 
Programme, will be discussed in greater detail in Chapter Two (108-110). 
 
The U.S. National Institutes of Health (NIH) (1998:1-37) report that families with 
children who suffer from ADHD often experience high levels of stress, frustration, 
marital discord, and divorce, as a result of inability to agree on the type of 
treatment to pursue in order to better manage the effects of ADHD.  Problems 
may also arise due to financial difficulties resulting from long-term treatment of 
ADHD and the cost of specialized assistance from speech and occupational 
therapists and other experts and doctors. To help parents manage such 
difficulties more easily therefore forms the basis of interest to this study.    
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1.2 FORMULATION OF RESEARCH PROBLEM 
 
Elliot (1991:50-51) explains how, due to factors such as industrialisation, the 
family structure has changed over the years, resulting in various problems with 
which the members of a family have to cope.  Irrespective of this, the presence of 
ADHD symptoms adds its own measure of difficulties to those that already exist.  
Therefore family members need to assist the individual diagnosed with ADHD to 
cope with difficulties within the comfort and protection of the family setting.  There 
is also a need to use the individual’s existing family values and resources, to 
minimise the negative impact ADHD has on the family (Pretorius, 1998:56-57).  
At the same time, the individual diagnosed with ADHD needs to experience 
feelings of self-accomplishment and collaboration among family members in 
order to deal, constructively and effectively, with the difficulties of ADHD and 
related problems (Wallace, 1998:132).   
 
The child diagnosed with ADHD will often find the expectations associated with 
the activities of socialization difficult to cope with, which may in turn lead to 
various psycho-social problems, such as destructive and/or unruly behaviour 
brought on by the frustration of not being able to carry out a task.  This may 
aggravate the condition of the child, due to stress and the added effects of low 
self-esteem.  It becomes extremely difficult for parents to cope with the resulting 
chaos when a child diagnosed with ADHD goes out of control emotionally in a 
room full of other children, be it siblings, fellow learners or anyone else (Ember & 
Ember, 1990:191-193). 
 
Preliminary research carried out by the National Institute of Mental Health (NIMH, 
2002) has indicated that parents, who are inexperienced with regard to ADHD, 
have the need for programmes other than those that focus mainly on the medical 
treatment of the child diagnosed with ADHD.  This view is supported by Sonna 
(2005:72), who maintains that the emotional support of parents, whose children 
might find it difficult to be accepted by their peers due to ADHD related 
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behaviour, is extremely important.  This is often the focus of parental support 
groups. 
 
With a view to providing such support to parents of ADHD diagnosed children, 
the researcher developed a Supplementary Coping Skills Programme based on 
behaviour modification, which was then implemented over a period of six to eight 
weeks, as a trial test, to address specific ADHD related difficulties that the 
parents of ADHD diagnosed children are confronted with.  A needs analysis had 
to be carried out, first, in order to accommodate and address the difficulties 
experienced by the child diagnosed with ADHD, the child’s parents and other 
caregivers.   In order to assess the value of the Coping Skills Programme, the 
following questions were formulated for this study: 
 
o Primary research question:  
 
-  Did the implementation of a supplementary Coping Skills 
Programme adequately address the ADHD related difficulties 
experienced by the parents of children diagnosed with ADHD? 
 
o Secondary research questions:  
 
- With which difficulties, experienced by the parents of children 
diagnosed with ADHD, would the Coping Skills Programme be 
most effective? 
 
- What recommendations can be made available to the parents of 
children diagnosed with ADHD based on the research findings? 
 
- How can the effectiveness of the Coping Skills Programme be 
further improved? 
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The answers to the above questions will become clear when the data gathered 
by means of field notes, observation and interviews are analysed.  The 
experiences of some of the families, who took part in this exercise, will be used 
as case studies for this research project. 
 
1.3 RESEARCH AIMS 
 
Based on the above research questions then, the main aim of this research will 
be to assess the effectiveness of the implemented supplementary Coping Skills 
Programme, in terms of how the participating parents experienced assistance 
when managing ADHD related behaviour, with the help of their newly acquired 
and appropriate coping skills.  Thereafter, the programme’s effectiveness and 
any necessary adjustments and/or changes to enhance its efficacy, will be 
suggested.   In order to do this effectively, the following aspects will be 
addressed: 
 
- Establishing to what extent the programme has helped with the kinds 
of problems and difficulties that parents of ADHD diagnosed children 
experience; 
 
- recommending the most suitable ways to further help parents to attain 
these coping skills; 
 
- determining further improvement of the supplementary Coping Skills 
Programme. 
 
1.4 DEMARCATION OF THE STUDY 
 
The purpose for this study is to assess the effectiveness of a supplementary 
Coping Skills Programme that was implemented to help parents to manage their 
children’s ADHD-related behaviour more effectively.  To this end therefore, the 
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researcher will endeavour to collect relevant and pertinent information regarding 
the effects of the implemented supplementary Coping Skills Programme on 
ADHD related behaviour.  The programme was introduced to families with ADHD 
diagnosed children, over a period of 6 to 10 weeks.  This study investigates and 
presents case studies of these families that will stand as evidence of the 
effectiveness of the programme.  The length of implementation time for the 
programme depends on the severity of the problem experienced by the parents.  
Often, there is a need to allow the programme to run for 10 or 12 weeks, in order 
to properly address a specific difficulty, but this will be discussed in greater detail 
in Chapter Three.   
 
In so doing, the researcher will also endeavour to highlight any difficulties and 
challenges encountered during the programme’s implementation process, and 
make the necessary observations and suggestions for further improvement.  In 
this way an attempt will be made to improve the quality of life of the child 
diagnosed with ADHD, as well as that of the parents and other members of the 
family.  The study will include parents and their ADHD diagnosed children from 
the Nelson Mandela Metropole in the Eastern Cape of South Africa. 
 
1.5 CLARIFICATION OF CONCEPTS 
 
The following is a brief description of the main concepts that will be referred to in 
this study: 
 
1.5.1 Attention Deficit Hyperactivity Disorder (ADHD) 
 
According to the source of official criteria for diagnosing ADHD, i.e. APA’s (1994) 
DMS-IV, and more recently the APA’s (2000) DMS-IV-TR (Text Revised), ADHD 
is an acronym that covers three variations of this disorder, namely: 
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- The predominantly inattentive type of ADHD (those without 
hyperactivity); 
 
- the predominantly hyperactive/impulsive type of ADHD (those without 
a number of the inattentive symptoms); 
 
- the combined type, usually the most common type of ADHD, (those 
with a significant number of symptoms in all three main areas, i.e. 
inattention, hyperactivity and impulsivity). 
 
For the purposes of this study, ADHD refers to a genetic, neurological, brain 
based disorder that affects human behaviour, development and physiological 
control, causing difficulties and adversely affecting the daily life of individuals who 
have been diagnosed with ADHD (Rief, 2005:3-4).  An in-depth overview of 
definitions of ADHD will be provided in Chapter Two. 
 
1.5.2 Co-existing disorders 
 
The APA’s (1994) DSM-IV and the APA’s (2000) DSM-IV-TR both identify one 
other category; that of ADHD and Co-Existing (or associated) disorders, which 
are all neurological and usually identifiable at an early age.  They are as follows: 
 
- Oppositional Defiant Disorder (ODD) 
- Anxiety Disorder (AD) 
- Conduct Disorder (CD) 
- Bipolar (manic/depressive illness) Disorder (BD) 
- Depression 
- Tics/Tourette’s Syndrome (TS) 
- Learning Disabilities (LD) 
- Sleep Problems 
- Secondary Behavioural Complications (SBC) 
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1.5.3 The supplementary Coping Skills Programme 
 
This is a behaviour modification tool, which is designed to help the parents of 
ADHD diagnosed children with the management of ADHD related behaviour.  
The Coping Skills Programme alters, adapts and replaces both inappropriate 
overt and covert behaviours, by reinforcing appropriate behaviour, and replacing 
them with appropriate behaviour over time. 
 
The Coping Skills Programme is being referred to as supplementary, because it 
is intended to be used in addition to already existing treatment and management 
techniques, such as occupational therapy, remedial teaching, medication therapy 
and others, in an attempt to minimise parental stress in the management of 
ADHD related difficulties in settings where professional help is not available, 
appropriate or feasible.  Such a programme promotes close involvement by 
parents with the prescribed treatment of their children’s disorder.   
 
This strategy empowers parents by providing the necessary information 
regarding all aspects of ADHD and the management of its related behaviour by 
means of acquiring and using appropriate coping skills.  Such personal 
involvement encourages a closer bond between family members and minimises 
conflict, as each member will share in the responsibility for resolving difficulties 
caused by ADHD related behaviour and resulting reactions by guiding the 
parents with regard to the necessary skills to generate possible solutions to each 
new challenge. 
 
A facilitator initially presents the Coping Skills Programme to the parents of 
ADHD diagnosed children over the required amount of time.  Once acquired, the 
skills learned may be readjusted to fit any area of ADHD related difficulty 
experienced by the family.  Such changes and adaptations are explained and 
presented to parents by the facilitator during the course of the programme.  Once 
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learned, the skills acquired during the course of the Coping Skills Programme, 
can be used by the ADHD diagnosed child throughout his/her lifetime. 
 
1.6 RESEARCH DESIGN 
 
1.6.1 Philosophical foundation 
 
Neuman (2005:62) mentions three main paradigms used by researchers in their 
investigations.  Of the three, namely positivism, interpretive and critical theory, 
positivism is the most common philosophical outlook used, especially in natural 
sciences research.  Positivism requires that the researcher remain detached, 
neutral and objective, which, for the purposes of this study, would be less 
appropriate to use than the interpretive and critical approaches (Babbie, 2006:14; 
Kincaid, 1995:14).  However, the nature of this study is such that it requires that 
the researcher become involved in the day-to-day life of the respondents.  For 
this reason, and in order to achieve the aims set out at the beginning of the 
study, the interpretive and critical approaches have been chosen as a 
philosophical base. 
 
The interpretive approach is well suited to this study because in finds substance 
and significance in social action, to which people attach meaning (Neuman, 
2005:69; Burns & Grove, 1997:777).  In this study, the aim of which is to 
implement a Coping Skills Programme, using an interpretive approach means 
that the researcher will have to adapt the Coping Skills Programme’s intervention 
techniques based on the experiences of the parents, not just to the various 
ADHD related behaviours, but also to the reactions these generate in each 
participant involved.  An example of this would be the development of a skill that 
not only modifies the ADHD diagnosed child’s unacceptable behaviour, but also 
resolves the conflict that such behaviour generates in the parents.  The 
interpretive approach helps the researcher to evaluate both the ADHD related 
behaviour and the parents’ understanding of it. 
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The critical approach is equally appropriate because its main aim is to 
emancipate people, helping them to change and improve their circumstances for 
themselves, thus empowering them (Neuman, 2005:74).  Through critical study 
of each individual situation, the underlying aspects of each relationship become 
apparent, enabling the researcher to evaluate, not just the ADHD related 
behaviour, but also why it happens in specific situations.  This results in more 
efficient coping skills to deal with specific behaviours.  The interpretive and 
critical approaches, therefore, give this study a qualitative and evaluative nature. 
 
1.6.2 Research approach 
 
The research approach will be qualitative in nature, taking into account the aim of 
the research (see 1.3).  The study will be carried out in the form of a field 
research which, according to Neuman (2005:22), is often qualitative and 
descriptive in nature.  This type of research also requires that the researcher be 
directly involved with the respondents (Le Voi, 2002:160), which gives the study 
an exploratory and evaluative nature as well (Neuman, 2005:18-34). Although 
some researchers see qualitative data as intangible, soft and immaterial 
(Neuman, 2005:328; Yin: 2003:33), Schurink, Schurink and Poggenpoel (1998) 
claim that a qualitative research approach is appropriate.   
 
The nature of this research is naturalistic, contextual, exploratory, systematic, 
inductive and holistic and, as Creswell (2003:181), Cozby (1997:78) and Rosnow 
and Rosenthal (1996:74) point out, it focuses on how certain events are 
conceptualised by the individual’s, and in this instance, the parents’ perspective 
on ADHD related difficulties.  This investigation into ADHD related difficulties 
explores each individual family’s difficulties in a naturalistic manner, by the 
watching and recording of behaviour as it happens in its natural social and 
cultural setting (Rubin & Babbie, 2007; Ary, Jacobs & Razavich 2005; Creswell, 
2003; De Vos, 1998; Burns & Grove, 1997).  The researcher will have to work 
with the parents of ADHD diagnosed children on a constant basis, face-to-face, 
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and in their natural environment, as suggested by Cozby (1997:78-82), and 
record all the behaviours as they happen (Rosnow & Rosenthal, 1996:75).   
 
It is contextual because it will make comparisons between the difficulties that 
each family in the study has experienced, and will contrast these with their 
experiences after using the Coping Skills Programme.  It also makes 
comparisons between the various families’ circumstances, as explained by 
Skocpol and Somers (1980:178), which will help to shed some light on the nature 
of each difficulty.   
 
It is naturally exploratory, in that it requires constant investigation of the daily 
events that lead to certain behaviour patterns, and that these should be taken at 
face value, as pointed out by Yin (2003:7) and Glaser and Strauss (1967).  It is 
systematic in that it deals with each difficulty as it occurs and immediately delves 
into the circumstances that might have led to each occurrence and/or difficulty 
(Cozby, 1997:82; Rosnow & Rosenthal, 1996:73-77).   
 
The main purpose of inductive research is to allow relevant data to surface from 
recurring themes present in raw data, which are then studied for relevant 
patterns and these are finally used to for hypothesis and theory building 
(Thomas, 2003:2).  Creswell (2003:9) refers to inductive research as “…the 
process of qualitative research in which the inquirer generates meaning from 
data collected in the field.”  Denzin (2001:132) agrees, saying, “the inductive 
process is always interpretive.”   The study can also be considered holistic 
because it takes into account all aspects related to ADHD, including socio-
economics, culture, geographical situation, age, sex, education, race.  It looks at 
the whole situation, as suggested by Creswell (2003:182), Denzin and Lincoln 
(2003:57), Wisker (2001:98) and Babbie (1992:483-493). 
 
In an attempt to provide an accurate profile of ADHD and related difficulties, and 
in order to describe the relationship between ADHD and behaviour, an extensive 
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literature study will also be undertaken covering both past and ongoing research 
of ADHD and related issues and difficulties.  This will form the conceptual 
framework against which the need for proper and adequate management of 
ADHD related behaviour and the effectiveness of a supplementary Coping Skills 
Programme will be emphasised.  
 
1.6.3 Research methodology 
 
In order to obtain and evaluate the various elements necessary for this study an 
empirical investigation will be conducted.  Data will be collected by means of 
literature reviews, individual interviews with the participants as well as by means 
of field notes and observation.  The empirical study will include the following: 
 
1.6.3.1 Literature review 
  
As a foundation to the study and in order to validate the need for a 
supplementary programme of behaviour modification, a wide variety of available 
literature will be used and critically reviewed to enable the identification of 
relevant key elements pertaining to ADHD related behaviour, which will help to 
develop the study’s research protocol, and provide the theoretical framework for 
the research problem. 
 
Of the six kinds of reviews mentioned in Neuman (2005:88-90), namely: self-
study, context, historical, theoretical, methodological and integrative, three will be 
useful to this study.  A self-study will broaden the researcher’s existing 
knowledge of ADHD and related issues and problems.  A context review will 
place ADHD and its related facets in the right perspective against the 
background of family life.  An integrative review will enable the researcher to tie 
together all ideas and information gathered from the various methodological 
approaches and techniques (Neuman, 2005:101-104). 
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1.6.3.2 Population sample 
 
The study will take place in the Nelson Mandela Metropole in the Eastern Cape 
of South Africa.  The participants, parents of children diagnosed with ADHD, will 
be chosen using specific selection criteria, such as existing evidence of ADHD 
related behaviour and diagnosis, the age of the children, home language, cultural 
background, socio-economic background, and marital status of the parents.  
Participants will be chosen from a group of parents who have previously sought 
counselling because of problems resulting from the effects of ADHD. Their 
respective physicians and therapists have diagnosed all the children with ADHD 
prior to the study.   
 
As the common variable between these couples is ADHD related difficulties, they 
will provide a good example of the effectiveness of a supplementary Coping 
Skills Programme and the value of its use.  The initial counselling sessions 
sought by the couples, were used to form the screening process for the study 
(Yin, 2003:10-14).  These couples reported difficulties related to their children’s 
disorder, such as disciplinary problems, inability to agree on the appropriate 
disciplining methods, permissiveness and/or over-strictness on the part of one or 
other of the parents, inability to control the child’s behaviour and whether to 
medicate or not.    
 
From the above group, three couples will be chosen based on their children’s 
ages, which will range from between 3 years of age and 14 years of age.  The 
researcher estimates that this age range will provide a reasonable indication of 
the various kinds of problems faced by parents.  This wide age spectrum will also 
exemplify how these problems vary and change as the children mature and 
acquire new ways of coping, which are based on how they are inclined to think or 
work through a problem (Levine, 2002:11-26).   
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Another positive aspect for this study, regarding the differences in age of the 
children, is that the effects of ADHD are noticeable at each of these ages for 
different reasons.  This is especially relevant in learning situations that require 
high levels of concentration, discipline and attention, as noted by Lawlis 
(2004:236-27), and where the behaviour of most ADHD diagnosed children does 
not fit well.  This will help to provide a fair idea of how applicable such a 
supplementary intervention programme will be, and what adjustments need to be 
done, and at which stages of implementation such adjustments ought to be done.   
 
According to Levine (2002:48), the first five years of a child’s life provide the child 
with a solid social foundation, the next five years provide him/her with a 
scholastic foundation that is needed for future education, and the remainder of 
the child’s school years provide the knowledge to build on both those 
foundations.  These years in the life of a child are considered to be important 
years for social and intellectual integration, as high levels of concentration, motor 
coordination, spatial perception, good language command, memory skills, ability 
to think sequentially, and skills for social and higher thinking, are required (Rief, 
2005:63-67; Levine, 2002:48).   
 
1.6.3.3 Sampling procedure 
 
The participants’ sampling selection was both purposeful and dependent on 
availability (Creswell, 2003:184; Wiersma, 1995:259).  Neuman (1997:206) 
mentions three instances for which purposive sampling is appropriate, namely: 
(1) One in which the researcher wants to use content analysis to obtain evident 
themes; (2) where the population is difficult to reach; and (3) where an in-depth 
investigation is necessary to identify specific cases.  The latter was chosen in 
view of the characteristics of the research topic, namely: the specific ADHD 
related criteria, and in order to obtain as wide a range of information as possible 
(Creswell, 2003:18 & 186).  Haphazard sampling is also applicable in this study 
(Cozby, 1997:92-93), based on availability, as the participants had sought help 
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regarding their ADHD related difficulties.  This aspect will be discussed more 
broadly in Chapter Four. 
 
1.6.3.4 Data Collection 
  
1.6.3.4.1 Case studies 
 
A case study is a descriptive account of the behaviour, past history and other 
relevant factors that do not clearly stand out from its context, but that according 
to Yin (2003:xi-4), can help the researcher to refine the research topic more 
broadly as such a technique affords the researcher an opportunity to study the 
research topic from the point of view of all the participants.  The case study also 
allows the researcher a study within the topic’s proper context, by providing 
multiple sources of evidence.   
 
1.6.3.4.2 Phenomenological interviews 
 
Three cases will be selected for description, based on data collected by means of 
one-on-one interviews with parents from the Nelson Mandela Metropole, in the 
Eastern Cape of South Africa, who have children diagnosed with ADHD, together 
with any medical evaluation reports that the parents might already have, will 
become the basis for the case studies.  These will provide a clearer view of the 
problems and difficulties faced by the parents in the cases under investigation, 
and the kinds of interactions that exist between the various family members (Yin, 
1992:97-114). Creswell (2003:8) states that interpretive research seeks to 
develop relevant, true statements that serve to explain the situation.  As social 
reality is reflected in human expressions and results in human interaction, the 
evidence of which is an integral part of social interactions, interviews seemed 
appropriate.   
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1.6.3.4.3 Interview with a Paediatrician 
 
A Paediatrician from the Nelson Mandela Metropole, in the Eastern Cape of 
South Africa, will also be interviewed in order to provide a medical perspective to 
this study.  The researcher decided to interview a professional expert in this field, 
not only to help validate the study’s aim, but also to obtain clarification for some 
of the aspects with which parents struggle, such as exaggerated behaviour, as is 
the case with excessive motion (hyperactivity) and extreme sadness 
(depression), diet issues, medication and heredity.  This is not to say that such 
an expert’s opinion might provide all the answers to the study’s research 
questions, on the contrary, Neuman (1997: 2) points out the possible pitfalls of 
research based on expertise authority only.  However, Neuman (1997: 2) also 
points out the value that exists in such knowledge.  In this instance, it was 
thought that expert information clarification might be of help in the effectiveness 
of a supplementary Coping Skills Programme such as the one this study is 
attempting to evaluate. 
 
1.6.3.4.4 Focus group interview 
 
A focus group allowed participation by a variety of individuals, such as, in this 
case, the parents of ADHD diagnosed children, caregivers, and health 
professionals who were linked to a common purpose or goal, which in this 
instance refered to the needs related to the effective management of ADHD 
related behaviour.  According to Kreuger and Casey (2000:44-45), using a 
question route that was engaging, thought provoking and relevant to both the 
parents and the study enabled the researcher to gain a variety of perspectives on 
the specific difficulties faced by the parents. At this point however, it is important 
to mention that the focus group, which is mentioned here, was not held during 
this study, but during the researcher’s Master’s Degree Treatise, for the purpose 
of ascertaining whether or not there was a need for the development and use of 
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a Coping Skills Programme of behaviour modification as suggested by Kreuger 
and Casey (2000:70-72).   
 
The focus group interview consisted of the parents of children diagnosed with 
ADHD, other than those used for the case studies in this research, the 
researcher and a co-researcher.  Kreuger and Casey, (2000:43-46) mention the 
types of questions and the sequence these should follow.  With this in mind, 
parents were asked questions regarding their experiences and expectations in 
dealing with ADHD related difficulties. The focus group session was recorded by 
audiotape and transcribed verbatim, and monitored by a co-researcher (Mouton, 
2002:118; Rudestam & Newton, 2001:37; Wiersma, 1995:219-222).  The notes 
that were taken during the focus group discussion, as well as the notes taken 
during the interviews and observation carried out during the Treatise study for the 
purposes of triangulation and cross-validation (Creswell, 2003:196; Rudestam & 
Newton, 2001:100; Neuman, 2000:366-370; Wiersma, 1995:263-265), will not be 
included in the final findings of this document, as these served only as a 
foundation for the development of the programme and bare no other link with the 
present research study. 
 
1.6.3.4.5 Field notes  
 
Neuman (1997:32), states that during field research detailed notes are taken, 
evaluated and refined.  These are finally compiled into an explanatory and 
descriptive audit file that will support the findings on the effectiveness of the 
supplementary Coping Skills Programme.   These summaries will help to provide 
the evidence necessary for the purposes of this study and, as Yin (2003:27) 
suggests, to minimise any elements that may affect the research design. 
 
Newman (2000:366-370) also refers to various ways in which field notes can be 
taken and records kept.  Comprehensive notes can be great aids in the study 
and the understanding of ADHD related behaviour, as these would allow the 
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researcher to make observations regarding such behaviours, children/parent 
interactions and behaviour triggers.  Field notes will therefore be taken during the 
focus group interviews, individual interviews, and observations, which will be 
incorporated into the research findings to aid in cross-validation and triangulation 
(Kreuger & Casey, 2000:105 &122). 
 
1.6.3.4.6 Observations 
 
With the permission of the parents who took part in the case studies, their 
children will be observed in their home settings to provide an evaluation of the 
interaction between the various members of the family in relation to the child 
diagnosed with ADHD, the notes of which will also be added to the data obtained 
from the other data gathering procedures’ results (Cozby, 1997:70-71). 
 
1.6.3.4.7 Audit trail 
 
An audit trail, in this case, is a chronological sequence of records containing 
evidence pertaining directly to and resulting from the execution of the research 
study itself (Wikipedia: July: 2007), which will serve as evidence and as a source 
of referencing to ensure trustworthiness.  This audit log file is compiled to assist 
the researcher to set appropriate boundaries to the study’s information search 
and to help to determine how much time to devote to each aspect to be 
investigated, as well as how far back to begin the search, (Rudestam & Newton, 
2001:99; Struwig & Stead, 2001:172; Neuman, 1997:96-101; Rosnow & 
Rosenthal, 1996:32).   
 
1.6.3.5 Data analysis 
 
When all the data have been gathered and screened for any irregularities by the 
researcher, they will be analysed and catalogued individually, according to 
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Guba’s model (Creswell, 2003:197-199; Guba & Lincoln, 1994:105-117; Lincoln 
& Guba, 1985:40) and as stated by Kreuger and Casey in the following excerpt:  
 
“… analysis is a deliberate, purposeful process. It is 
systematic, uses variable procedures, is done in a 
sequential manner, and is a continuing process.  
Transcripts, audiotapes, and notes are used as the basis 
for analysis” (Kreuger & Casey, 2000:125-141). 
 
Thus all the taped interviews will be transcribed and analysed, and any additional 
information will be identified, as mentioned by Lincoln and Guba (1985:40). 
 
1.6.3.6 Measures of trustworthiness 
 
Assessing the trustworthiness of the study may be done by using consistency 
checks, whereby a person other than the researcher checks whether the 
research objectives are met by the raw data gathered in the field study.  
Trustworthiness may also be checked by allowing the research participants to 
assess the research findings, interpretations and conclusions, and comment on 
whether they agree that the findings meet the research objectives (Thomas, 
2003:7).   
 
“…The four terms credibility, transferability, dependability and 
confirmability are, then, the naturalists equivalents for the 
conventional terms internal validity, external validity, reliability and 
objectivity” (Lincoln & Guba, 1985:300). 
 
 
The recorded findings of all the different phases together will supply the 
necessary trustworthiness of the research, thus credibility, transferability, 
dependability and confirmability will be maintained (Creswell, 2003:195-196; 
Struwig & Stead, 2001:172; Rudestam & Newton, 2001:98-99).  Previously, 
Lincoln and Guba (1985:300) also made mention of this method of ensuring 
trustworthiness, referring to it as ‘the role similar to that of a fiscal auditor’:   
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Like internal validity, credibility too, is the logical way to rule out competing 
explanations of the relationship between one variable and the next (Rosnow & 
Rosenthal, 1996:150).  Likewise, transferability and external validity are similar in 
that both generalise an experiment’s results (Cozby, 1997:218).  Dependability 
and reliability both measure the consistency of a given behaviour (Newman, 
1997:138), and confirmability, like objectivity, applies strict and systematic 
observation  (Newman, 1997:67).  The data gathered during this research study 
therefore, will form the necessary evidence needed to show the effectiveness of 
a supplementary Coping Skills Programme of behaviour modification to be used 
by parents of children diagnosed with ADHD. 
 
1.6.3.7 Ethical measures 
 
According to Neuman (1997:452), the American Psychological Association’s 
Code of Research Ethics (APA), requires that privacy, anonymity and 
confidentiality of all the respondents, and/or anyone else taking part in a study, 
should always be maintained to ensure that the study will meet the requirements 
of an ethical undertaking.  This fact is also emphasised by Glatthorn (1998:7) and 
Creswell (2003:64-67).   For this reason the researcher will apply the following 
principles as proposed by Mouton (2002:243), Cozby (1997: 40-43) and Rosnow 
and Rosenthal (1996: 62-66):   
 
o All promises and commitments made to participants, such as privacy, 
anonymity and confidentiality, will be honoured. 
 
o Participants who wish to remove themselves from the study at any time 
will be allowed to do so, without penalty or coercion.   
 
o After the data have been collected, the participants will be provided with 
further information about the study, including the removal of any 
misconceptions they may have.   
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o Any information about individual participants will be kept confidential 
unless participants agree otherwise in advance. 
 
o Researchers will use language that is reasonably understandable to 
research participants in obtaining their appropriate informed consent.  
 
All participants will therefore be requested to give their informed consent to this 
research study and will be advised, prior to the study’s start, that all individual 
interviews, as well as the focus group interview, will be recorded, as suggested 
by Glatthorn (1998:7) and Wiersma (1995:432-433). 
 
1.7 RESEARCH PLAN 
 
1.7.1 Chapter One will provide the background to the research study, problem 
statement, research aim, clarification of concepts, research design, methodology 
and research plan. 
 
1.7.2 A theoretical perspective on ADHD will be presented in Chapter Two. 
 
1.7.3 Chapter Three will provide an overview of the supplementary Coping Skills 
Programme model for the management of ADHD related behaviour. 
 
1.7.4 A theoretical explanation of the chosen research design and methodology, 
and the procedures to be used, are dealt with in Chapter Four. 
 
1.7.5 Chapter Five will summarise the findings of the research study. 
 
1.7.6 Finally, Chapter Six will present the study’s conclusions, 
recommendations and limitations, as well as any outside factors that might have 
influenced the study in any way.  Further research topics will be brought to the 
reader’s attention, which might be studied in greater depth in future.  
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1.8 CONCLUSION 
 
This chapter served as an overview of the research study’s background, problem 
statement, the aims of the research, the clarification of its concepts, its research 
design, methodology and research plan.  Chapter Two will present the theoretical 
perspective on ADHD related behaviour difficulties, as well as the role of the 
parents in the management of such difficulties. 
 
 
 
 26
CHAPTER TWO   
A THEORETICAL PERSPECTIVE ON ATTENTION DEFICIT  
HYPERACTIVITY DISORDER 
 
 
I felt a Cleaving in my Mind –  
As if my Brain had split –  
I tried to match it – Seam by Seam – 
But could not make them fit. 
 
Emily Dickinson (Hallowell & Ratey, 1995:70) 
 
  
2.1 INTRODUCTION  
 
The term Attention Deficit Hyperactivity Disorder (ADHD) is often merely a 
label given to children and adults who experience significant problems with 
inattention, impulsivity, hyperactivity and boredom (Barkley, 2005:36-37; Rief, 
2005:3-7).  Although researchers and other experts may vary in their opinions 
regarding its prevalence, developmental effects and appearance, all agree 
that ADHD and its effects have far reaching consequences in the daily 
functioning and behavioural adjustment of the individuals who suffer from it.  
Nevertheless, the diagnosis of ADHD should be made only as a last resort, 
after all other possible disorders and problems with similar symptoms have 
been ruled out (Webb, Amend, Webb, Goerss, Beljan & Olenchak, 2005:36). 
 
Another aspect that must be considered is that of universal cross-cultural 
prevalence.  Tannock (1998:65-99) estimated that between 3% and 6% of 
children from various cultures, races and geographical locations have, at 
some point, been diagnosed with ADHD and/or other associated disorders.  
More recent studies have shown the figures to be considerably higher (Rief, 
2005:13-14).  Although the effects of ADHD have been recognised worldwide, 
different methods of detection and differences in diagnostic definition result in 
variations in its recognition and reporting rates.  The American Psychiatric 
Association or APA (2000; 1994) has suggested that as many as 3% to 5%, in 
some cases more, of all school-going children have been diagnosed with 
ADHD, with an over representation of boys by approximately 3:1.  Boys tend 
to be hyperactive more often that girls, the latter having a less boisterous 
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tendency (Gurian, 2001:56-89).  Barkley (1997a: 91-95) noted that as much 
as 50-80% of the cases clinically diagnosed in childhood persist into 
adulthood in up to 30-65% or more of the time. 
 
ADHD does indeed remain a debilitating disorder that impairs the normal 
functioning of individuals in every aspect of life.  Researchers recognise that 
not only is ADHD a genetically transmitted disorder, but also one that is 
affected and aggravated by psychological and social experiences, neurology 
and nutritional factors, as well as by environmental variables (Sonna, 
2005:36-71). 
 
The widely used diagnostic assessment tool for ADHD and related symptoms 
is the APA’s Quick Reference to the Diagnostic Criteria or DSM-IV-TR (Text 
Revised) (2000) and the APA’s Diagnostic and Statistical Manual of Mental 
Disorders or DSM-IV (1994). Both were developed in the USA and have 
described ADHD as consisting of three core clusters of behavioural 
symptoms, including: 
 
- Distractibility or poor sustained attention;  
- Hyperactivity or poor impulse control; 
- Apathy or boredom.   
 
The APA (2000) has combined lack of impulse control with hyperactivity as 
one category however, but maintains that the attention problem may be 
diagnosed separately from impulsivity/hyperactivity. 
 
2.2 CLARIFICATION OF CONCEPTS 
 
When referring to ADHD, most publications provide long lists of abstract 
descriptions or concepts related to ADHD and its difficulties.  The following is 
an attempt at clarifying some of the concepts used in relation to ADHD: 
 
• Inattention – this refers to the individual’s inability to maintain the level 
of focus necessary to internalise information (Rief, 2005:4) and/or listen 
 28
to instructions.  This often results in the loss of important basic learning 
information, which later may translate into various learning disabilities. 
 
• Distractibility – also known as hyper-responsivity (Barkley, 2005:44-
45), is the inability to block out extraneous stimuli such as sounds, 
sights and environmental movement.  This is especially true of 
movement that happens just inside the individual’s line of peripheral 
vision.  When sound is involved, even the subtlest sound will affect the 
distractible individual. 
 
• Hyperactivity – refers to the individual’s inability to control movement, 
as if driven by a motor (Hallowell & Ratey, 1995:6-11), causing the 
individual to move constantly, impairing the ability to concentrate.  It 
appears to be the result of high levels of energy surging through the 
individual’s brain on a constant basis.  It often results in extreme 
tiredness and inability to sleep at the same time.  Such individuals have 
a tendency to become irritable and restless. 
 
• Impulsivity – may be described as a higher than normal level of 
impatience (Wallace, 1998:36-37) that may lead to accidents and 
thoughtless behaviour.  Lack of impulse control results in inability to 
wait his/her turn, blurting out answers before checking if they are 
correct or not, and breaking rules because of lack of forethought and 
patience.  This type of individual has a tendency to begin a task without 
waiting to hear the instructions first, which often results in careless 
errors.  
 
• Neurobiological – refers to the individual’s inability to control and 
regulate activity levels due to deficiencies in the brain structure of those 
diagnosed with ADHD (Rief, 2005:3-4).  This usually results in 
inconsistencies in performance, such as being able to carry out a task 
one day and being unable to perform the same task the following day.  
This often disrupts output and results in learning difficulties. 
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• Neurobehavioural – refers to behaviour that is characterised by 
differences in brain structure and function that affect the individual’s 
emotional balance, thought processes and general behaviour (Riding & 
Rayner, 2005:117-120).  This often results in moodiness, depression 
and anger, as these individuals appear to be unable to determine 
emotional boundaries. 
 
• Emotionality – is the inability to control and/or understand emotional 
feelings (Sonna, 2005:167-169).  These individuals often confuse one 
emotion with another and become unable to react appropriately, as 
when fear is confused with anger, resulting in aggressive behaviour.  
Instead of asking for help these individuals lash out in aggression and 
inappropriate behaviour. 
 
• Disorder – refers to the disturbance of the normal state of being 
(Barkley, 2005:76).  In the case of ADHD, disorder means that the 
behaviour of the diagnosed individual is contrary or/and unacceptable 
according to socially set norms and standards of general behaviour.  
The behaviour of ADHD-diagnosed individuals may appear extreme to 
some and therefore be deemed disorderly. 
 
• Behaviour modification – refers to the alteration of undesirable 
actions and behaviours and the reintroduction of new acquired, more 
acceptable behaviour. 
 
2.3 DEFINITION OF ADHD  
 
A review of literature suggests that various definitions of ADHD exist.  The 
following are some of the defining characteristics that were found:  
 
• ADHD is a childhood and adolescence disorder, characterised by 
exceptionally high levels of activity, inattentiveness, impulsivity and 
self-control (Sue, Sue & Sue, 1994:635). ADHD does not disappear as 
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the person matures.  The adult individual simply learns to develop skills 
to cope with the disorder (Hallowell & Ratey, 1994:6);   
 
• ADHD is a chronic, neurological, behavioural disorder, the effects of 
which are noticeable in early childhood, persisting through 
adolescence, into adulthood (Sonna, 2005:2; Hallowell & Ratey, 
1995:6; APA, 1994:78); 
 
• ADHD is characterised by developmentally inappropriate degrees of 
inattention, hyperactivity and impulsivity (Rief, 2005:4; Wallace, 
1998:36-37; Hallowell & Ratey, 1995:6-11; APA, 1994:78); 
 
• ADHD is not a true learning disability in that it is the distractibility factor 
that prevents learning, not lack of understanding (Rapport, Scanlan & 
Denney, 1999:1169); 
 
• ADHD has reinforcement process deficits, which in turn result in 
attention, motivational and behavioural inhibition deficits (Barkley, 
2005:39; Oosterlaan & Sergeant, 1998:161); 
 
• ADHD interferes with developmentally appropriate academic and social 
functioning (Rief, 2005:10; 55; Hoza & Pelham, 1995:23; APA, 
1994:78). 
 
Sonna (2005:2) provides a definition in the form of a long list of descriptive 
behaviours that aptly describe ADHD-related behaviour, but fails to mention 
that each behaviour separately does not represent ADHD.  Barkley (2005:76), 
on the other hand, points out that most explanations of the term ADHD may 
be overlooking the fact that the symptoms of ADHD may be an extreme form 
of a normal human trait and not a pathological condition, such as height or 
intelligence or eye colour might be, since ADHD is more strongly influenced 
by genetics than by the environment. 
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For the purposes of this research study, a more suitable definition perhaps, 
would be one that highlights the child’s differences as strengths rather than 
deficiencies, by pointing out that ADHD is the result of a highly sensitised 
nervous awareness that promotes creativity and emotional expression, and 
may be accompanied by increased motor movement, heightened hearing 
ability, tactile sensitivity, above normal peripheral vision and an extremely 
sensitive emotional balance.  This is supported by Honos-Webb (2005:13), 
Webb, et al., (2005:100) and Rowe, (1994:80) who state that, seen from such 
a perspective, ADHD might appear to be more easily manageable than it 
would be when viewed as a disorder. 
 
2.4 SUB-TYPES OF ADHD 
 
The APA’s DSM-IV (1994) differentiates between three sub-types of ADHD, 
while the DSM-IV-TR, (2000) lists nine specific symptoms under the category 
of inattention and another nine specific symptoms under the 
hyperactive/impulsive category.  Of these, at least six of the nine symptoms of 
hyperactivity, impulsiveness or inattention must be evident over a period of 
more than six months in order for the diagnosis to be made.   
 
2.4.1 ADHD predominantly inattentive type: (ADHD-I) 
 
This type of ADHD is passive in nature and does not often have any indication 
of hyperactivity or impulsiveness and therefore does not often cause 
disruption. This is the type of ADHD that is most commonly present in little 
girls and is the reason why they are so often overlooked.   These children 
appear to ‘daydream’ and/or ‘tune-out’ so that they seem bored and 
disconnected from what is happening around them.  They have problems with 
the speed of information processing (Barkley, 2005:52-60).  These symptoms 
impact heavily on the individual’s academic performance, their social 
interactions and their general development.   
 
The following are some of the most common symptoms both reported by 
parents and also listed by the APA (1994; 2000).  The child: 
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• Fails to give close attention to details or makes careless 
mistakes (often in maths, spelling, punctuation); 
• has difficulty sustaining attention in tasks and daily activities; 
• does not appear to listen when spoken to directly; 
• struggles to remember and follow through on instructions 
and fails to finish schoolwork, chores, or duties in the 
workplace (not due to oppositional behaviour or failure to 
understand instructions); 
• has difficulty with organization (planning, scheduling and 
preparing); 
• avoids or dislikes tasks requiring sustained mental effort; 
• loses things, then panics when they cannot be found 
immediately; 
• is easily distracted by extraneous stimuli (sights, sounds, and 
movements in their environment); 
• is forgetful in daily activities; 
• has difficulty sustaining the necessary level of alertness for 
tasks that are tedious, perceived as boring, or not of their 
choosing; 
• ‘tunes out’ – may appear to be ‘spaced out’; 
• daydreams (thoughts are elsewhere); 
• appears confused; 
• easily overwhelmed; 
• easily bored; 
• has great difficulty initiating or getting started on tasks; 
• does not complete work, resulting in many incomplete tasks 
and assignments; 
• has difficulty working independently and needs a high degree 
of constant refocusing on the task at hand; 
• is sluggish and lethargic (may fall asleep in class); 
• displays a tendency to develop poor studying skills; 
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• performs inconsistently – one day is able to perform a task, 
but is unable to perform the same task the next day (they are 
consistently inconsistent); 
• has little or no awareness of time (often underestimates the 
length of time required to complete a task); 
• procrastinates. 
 
2.4.2 ADHD predominantly hyperactive-impulsive type: (ADHD-
HI) 
 
These individuals have a number of hyperactive and/or impulsive behavioural 
symptoms, but not to excess (Barkley, 2005:39).  Such behaviour may appear 
more active in frequency and level of intensity than that of other children at 
the same level of growth and of the same age.  The following criteria are 
described by the APA (2000; 1994).  The child: 
 
• Fidgets with hands and/or feet, and/or squirms in chair; 
• has difficulty remaining seated when expected to do so; 
• cannot sit still (constantly jumping up and out of the chair, 
falling out of the chair, sitting on knees or standing by the 
desk); 
• runs about and/or climbs excessively; 
• has difficulty engaging in activities quietly; 
• displays a high degree of unnecessary movement (pacing, 
tapping feet or drumming fingers); 
• acts as if driven by a motor; 
• talks excessively; 
• seems to need to touch something constantly (finds or 
reaches out to nearby objects to play with); 
• roams around the classroom (is not where he/she is 
supposed to be); 
• blurts out answers before questions have been completed; 
• is highly energetic – displays almost non-stop motion; 
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• is restless (difficulty in settling down and/or calming 
themselves); 
• has difficulty waiting or taking turns; 
• interrupts or intrudes upon other people’s space and has 
difficulty staying within his/her boundaries; 
• fights against falling asleep (they try to remain awake for as 
long as they can and then ‘cat-nap’ thereafter). 
 
2.4.3 ADHD combined type: (ADHD-C) 
 
These individuals meet both sets of inattention and hyperactive/impulsive 
criteria, as set and described by the APA (2000; 1994) and may also show 
signs of having other co-existing disorders, such as Oppositional Defiant 
Disorder, Depression or Bipolar Disorder, but not in all cases (Barkley, 
2005:27; 104). 
 
 
2.5 HISTORICAL CONCEPTUALISATION OF ADHD 
 
The symptoms of ADHD were first observed in the 1800s and the behaviours 
related to the disorders were studied for more than 50 years.  From the 1900s 
to the present date ADHD has been referred to in many different ways based 
on the condition’s symptoms.  The following is a brief historical summary: 
 
1900-1959: Minimal Brain Dysfunction 
 
Barkley (1998: 4; 11) mentions that in 1902 Dr Still called it Defect of Moral 
Control.   Children showing symptoms similar to those that are associated 
with ADHD today were thought to suffer from gross reserve inhibition, as well 
as inability to regulate moral behaviour, such as apparent shamelessness, 
immodesty and persistent self-gratification.  As such, ADHD was seen as a 
disorder of the will (Lankoff, 2000:149-150; Barkley, 1997: 65; Barkley, 1990: 
4). 
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After World War I however, the similarity between the symptoms shown by 
brain-injured soldiers were found to be similar to the symptoms of ADHD, 
leading to the assumption that ADHD symptoms were a reliable indicator of 
brain damage in children diagnosed with ADHD.  The use of stimulants to 
treat hyperactive symptoms became the practice in 1937 and has continued 
to the present date with the introduction of Ritalin as early as 1956 (Lankoff, 
2000:152-153).   
 
Strauss and Lehtinen (1947) developed the concept of the brain-injured child, 
which was later changed to minimal brain damage due to lack of evidence.  
Later still, the concept was further changed to minimal brain dysfunction 
(MBD), as dysfunction seemed more feasible than damage (Lankoff, 
2000:153).  MBD therefore, became the diagnosis for children of near-
average or above-average intelligence who showed learning or behavioural 
disabilities, which could range from mild to severe and were linked to the 
central nervous system functional deviations.  There appear to be various 
combinations of impairment in conceptualisation, perception, memory, 
attention, language, motor and impulse control function (Kriegler, 1985:31). 
 
1960-1969: Hyperkinetic Disorder of Childhood 
 
While the concept of MBD was being questioned during this period, a new 
concept, the Hyperactive Child Syndrome became the new focus point and 
was later categorised in the DSM-II (APA, 1968), under the label of 
Hyperkinetic Reaction to Childhood Disorder, which focused mainly on the 
child’s hyperactivity (Barkley, 1990:10).  Such hyperactivity became seen as a 
behavioural, rather than just an environmental factor (Lankoff, 2000:153; 
Barkley, 1990:10). 
 
The use of stimulants began to form part of the treatment, even though there 
was a strong belief that the hyperactivity might be caused by environmental 
factors such as toxic and allergic reactions to food preservatives and additives 
(Lankoff, 2000:153). 
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1970-1979: Attention Deficit Disorder 
 
By this stage hyperkinetic child syndrome’s features had been broadened to 
include impulsiveness, inattention, low frustration tolerance, irritability and 
aggressiveness and high-level distractibility.  These had previously been 
associated with daydreaming and lack of focus, but were later changed to 
include verbal, cognitive and motor impulsiveness as well (Barkley, 1990:14).   
 
Addressing the Canadian Psychological Association, Douglas (1972:259) 
emphasised the importance of attention and impulse control and suggested 
that the need to seek immediate reinforcement, impulse control difficulties, 
poor sustained effort and lack of self-control and attention were the major 
deficits of ADD.  This was also the decade when stimulants became more 
widely used, as it was felt that the syndrome was caused by biological factors 
and was not just environmentally affected (Barkley, 1990:10). 
 
1980-1989: Attention Deficit Disorder with Hyperactivity 
 
The term Attention Deficit Hyperactivity Disorder was mentioned initially in the 
APA’s DSM-III (1980), where ADD and ADHD were listed under separate 
diagnoses (McBurnett, Lahey & Pfiffner, 1993:109), but in 1987 the APA re-
listed ADHD as a medical diagnosis that may cause behavioural problems, 
although these may be different from those caused by emotional causes, such 
as divorce or moving to a new environment. 
 
The complex manner in which the APA’s DSM-III (1980) listed the diagnostic 
requirements was highly criticised as was the empirical basis and validity of 
such a diagnosis (Hocutt, McKinney & Montague, 1993:103; McBurnett, et al., 
1993:109).  As a result of such criticisms the revised edition of the DSM-III, 
the DSM-III-Revised (APA, 1989:50), contained a single list of 14 symptoms, 
any 8 of which were sufficient to meet the symptom count criterion for the 
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disorder, which had by this time been renamed attention deficit hyperactivity 
disorder (ADHD), the syndrome of ADD having been left out of the DSM-III-
Revised.  A separate category of Undifferentiated Attention Deficit Disorder 
(UADD) was included at the end of the child disorder section without 
diagnostic criteria (APA, 1989:95).   
 
1990-2000: Attention Deficit Hyperactivity Disorder  
 
The APA’s DSM-IV-TR, (2000) is the present clinical document of reference 
for the diagnosis of ADHD and the current conceptualisation thereof is set out 
in 2.3.  It is clear, from available literature that attention problems clearly exist, 
although past research has been focused mainly upon the descriptive and 
atheoretical aspects of ADHD.  More recently however, awareness has shifted 
to the neurological and genetic underlying aspects of inattention, hyperactivity 
and impulsivity, in its attempt at explaining the lack of evidence of an attention 
deficit and the variability of symptoms (Low, 1999:253; Richer, 1993:11).  
However, according to Barkley (2005:88) there is still much research work to 
be done in this field. 
 
From 1996 onward, several additional medications were approved and 
introduced by the Food and Drug Association of America or (FDA), as further 
treatment measures for ADHD.  Examples of these are Adderall and 
Concerta, both stimulants, and Strattera (Atomoxetine), the first non-stimulant 
to be used (Solanto, Arnsten, & Castellanos, 2001:31; 271; Williams, Flynn, 
Agler, Crowley, Fainberg, Baren & Cantwell, 1998:1-8). 
 
The past few decades have seen a change in the definition of ADHD from 
“Defect of Moral Control” (Barkley, 1998:4), to “Minimal Brain Dysfunction” 
and “Hyperkinetic Disorder of Childhood” (Barkley, 1990:10), to present day 
Attention Deficit Hyperactivity Disorder (McBurnett, et al., 1993:109), due to 
research into the understanding of ADHD-related symptoms and how these 
affect behaviour.  
 
2001-2007: New ADHD treatment and practice parameters 
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Barkley (2005:142-144) suggests a multimodal form of treatment as the most 
effective way to manage the effects of ADHD and the USA American 
Academy of Paediatrics (2002) has set, among its many guidelines, treatment 
that includes the working together of professionals in the field of ADHD, with 
the child, the child’s parents, school personnel and other caregivers, and the 
setting of appropriate goals to guide the daily management of ADHD-related 
behaviour.  In 2002, the USA’s Food and Drug Association approved non-
stimulant medication, in addition to other methods, for the treatment of ADHD 
(Barkley, 2005:269). 
 
2.6 PREVALENCE OF ADHD 
 
According to the APA (2000; 1994), the prevalence of ADHD, meaning the 
total number of instances it occurs within a given population at any particular 
time, is estimated at approximately 3% to 10% of school-age children, in 
Europe and the United States of America alone.  This is despite the fact that 
data on prevalence are limited, due to many parents not having their children 
correctly tested for ADHD, and also that in many cases ADHD is over-
diagnosed or/and misdiagnosed (Webb, et al., 2005:42-44; Meyer, Eilerstsen, 
Sundet, Tshifularo, & Sagvolgen, 2004: 123-139). 
 
In their study of cross-cultural similarities in ADHD, Meyer, et al.,  (2004: 122-
138) found that there were correlations in gender and age affects, remarkable 
similarities across language groups and that prevalence rates, too, were 
similar to those in the United States and Europe.  Other studies carried out in 
various countries, as a result of development over the last decade, have 
found that ADHD exists in every country and ethnic group, which has been 
studied, to date, including South Africa  (Barkley, 2005:91; Barkley, 2004:233-
260; Meyer, et al., 2004: 123-139; Meyer & Aase, 2003: 164-178; Meyer, 
1998: 186-195).    
 
Meyer, et al.,  (2004: 123-139) also decided to investigate whether the high 
rate of HIV infection, incidence of crime, and substance abuse in South Africa, 
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were possibly related to ADHD, which led to a study into the prevalence and 
neuropsychological manifestations of the disorder in the Limpopo region of 
South Africa.  This study revealed that the prevalence and sex ratios of ADHD 
in this region of South Africa are very similar to those reported in other, 
wealthier countries of the world, suggesting that ADHD is perhaps caused by 
the same basic neurobiological, or genetic factors, independent of cultural 
differences.  The latter however, were found to affect the performance on 
neuropsychological measurements, which may be due to the effect of cultural 
practices on the brain’s organisation of cognition (Nxumalo, 2000). 
 
2.6.1 The incidence of ADHD 
 
CHADD (2002), maintains that the incidence of ADHD, i.e. the number of new 
cases reported daily, appears to be on the increase, but this aspect may be 
due to the fact that so much media attention has been placed upon the effects 
and symptoms of ADHD of late (CHADD, 2002).  The American Academy of 
Paediatrics or AAP (2002), estimates that as many as 4% to 12% of all 
school-aged children may be affected by the effects of ADHD, and according 
to Murphy and Barkley (1996), ADHD may affect as many as 2% to 4% of the 
adult population.    
 
There is also a growing opinion that there may be a relationship between 
ADHD-behaviour and deviant and criminal tendencies, as the incidence of 
deviant and criminal behaviour among young adults becomes more relevant.  
Research in this field is continuously being carried out to ascertain this 
possibility (Rosler, Retz, Retz-Junginger, Hengesch, Schnider, Supprian, 
Schwitzgebel, Pinhard, Dovi-Akue, Wender, & Thome, 2004:365-371; 
Resnick, 2000:529-533). 
 
2.6.2 The role of culture and socio-economic status 
 
Barkley (2005:91) and Meyer, et al.,  (2004: 122-138) agree with the APA 
(2000; 1994) that the effects of ADHD on behaviour can be found in every 
culture and socio-economic background and that, although the latter is not a 
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predictor of ADHD, it can adversely or positively influence its behaviour 
tendencies.  Levine (2002:39-45) strongly suggests that cultural background 
influences behaviour and that it may help to determine which areas of the 
brain get stronger and which do not.  For example, in a culture where 
academic strength is promoted, such as China, children may develop the 
ability to try harder at academic achievement, and concentrate for longer 
periods than children in cultures where athletic achievement is valued more 
highly, as is the case in Russia where classical dancing is highly valued and 
individuals are often taught by tutors while performing abroad.   
 
According to Levine (2002:39-45) both culture and socio-economic status, 
what Levine refers to as the individual’s neurodevelopmental profile, may 
influence and alter neurological development, according to the life 
experiences each individual goes through.  This refers to the influence that 
certain cultural and socio-economic related procedures have on the 
physiological development of the individual, i.e. dietary customs and 
economic restraints, for instance, which may directly or indirectly affect the 
neurological development of an individual. 
 
In earlier studies Barkley (1998:284) noted that upper economic backgrounds 
have a greater tendency to view the effects of ADHD as a tendency for 
giftedness, whereas lower economic backgrounds tend to view ADHD as a 
disability.  This is also the view of Webb, et al., (2005:5) who claims that many 
children are being diagnosed as suffering from ADHD when in fact they may 
be gifted in some way.  The diagnosis is, perhaps, being made on the basis of 
differences in behaviour rather than on a combination of behaviour, learning 
style and cognitive ability.   
 
2.6.3 Gender ratio and the influence of gender differences 
 
It has generally been accepted that the effects of ADHD are more prevalent 
among boys than girls (Barkley, 1998:56-75).  This can be explained by the 
fact that hyperactivity is more often diagnosed among boys than girls.  People 
in general have a greater tendency to report children who are more 
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aggressive and difficult to manage (Barkley, 2005:91).  Socialisation of 
children also has an effect on how ADHD-behaviour manifests itself in that 
girls are generally socialised to be less aggressive than boys (Faigel, 
1995:148).  
 
Studies have shown that differences exist between boys and girls in the areas 
of planning, attention and cognitive processing (Barkley, 2005:99; Riding & 
Rayner, 2005:113; Warrick & Naglieri, 1993:697).  Differences between the 
two sexes become even more significant when examining the aspects of 
hyperactivity, disruptive behaviour, aggression, restlessness and non-
completion of tasks, which scored higher by boys, while mood affect, poor 
emotion control and daydreaming are manifested more in girls (Steenkamp, 
2001:37; Barabasz & Barabasz, 1996:3; Bräuer, 1991). 
 
2.6.4 The role of familial psychopathology 
 
Twin studies have shown ADHD to be more common among parents, siblings 
and close relatives of children diagnosed with ADHD, than among those who 
have not been diagnosed with ADHD (Steenkamp, 2001:37; Faigel, 1995:150; 
Hallowell & Ratey, 1995:278; APA, 1994:82; Hynd, Voeller, Hern, & Marshall, 
1991:176; Schachar, 1991:174).  It was found that when twins were separated 
at birth and raised by two different sets of parents, their behaviour was still 
consistent with their biological background and their ADHD tendencies would 
be unchanged, regardless of their social background, suggesting that 
hereditability is a fairly high factor (Cherkes-Julkowski, Sharp & Stolzenberg, 
1997:29; Rowe 1994:80; Schachar, 1991:174). 
 
2.6.5 Risk factors for developing ADHD 
 
Being a genetically transmitted or inherited disorder, any individual who has 
been diagnosed, at any point of their life, with ADD or ADHD, or knows of any 
immediate family member who has been diagnosed with the disorder, will, in 
all probability, have ADHD offspring (Wallace, 1998:74-75).  The same fact is 
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mentioned in various publications, including the APA (2000:30; 1994:82), and 
in Hallowell & Ratey  (1995:70-76). 
 
2.6.6 Factors that may impact the effects of ADHD 
 
• High levels of alcohol and/or drug consumption during 
pregnancy may result in the over-activation of the hypothalamic-
pituitary-adrenal axis, possibly affecting the development of the 
foetus’s central nervous system (Barkley, 2005:83; Schneider, 
Roughton & Lubach, 1997:747; Hallowell & Ratey, 1995:203). 
 
• ADHD-related behaviour and difficulties may also be affected by 
pre-natal and partum-related complications, such as: 
 
o  Hydrocephalus (abnormal amounts of fluid in the brain cavities); 
o  intra-ventricular haemorrhages (as in the case of placenta  
previa); 
o  foetal prematurity; 
o  prolonged oxygen deprivation due to dystocia (or male-like 
pelvic structure, where the bone structure is narrower and 
causes labour to be long and difficult); 
o where the baby’s oxygen intake is reduced due to delivery 
difficulties (Hynd, 1991:177). 
 
• Wallace (1998:87-88 & 236) maintains that certain refined foods 
may have an adverse effect on ADHD-behaviour, while Barkley 
(1997:77-79), on the other hand, claims that the connection 
between the effects of food and ADHD is only a myth.   
 
• It has been proved that other aspects, such as sudden changes 
in daily planning, divorce or death of a parent or sibling, stress 
and inconsistency, all have adverse effects on ADHD-behaviour 
(Hallowell & Ratey, 1994).  None of these factors causes ADHD, 
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but strict regulation of these aspects helps to minimise adverse 
reactions.   
 
• Sensitivity to certain medications, especially antihistamines, may 
influence the symptoms of ADHD, by altering a child’s 
behaviour, making it hyperactive instead of sedated (Faigel, 
1995: 147-156). 
 
2.7 THE ASSESSMENT AND DIAGNOSIS OF ADHD 
 
Obtaining a comprehensive and reliable evaluation of the reason for a child’s 
ADHD symptoms can be a difficult task.  This is the reason why various 
procedures need to be followed in order to ascertain whether or not the 
symptoms in question are in fact a result of ADHD and not the symptoms for 
another disorder or illness (Rief, 2005:23; McBurnett, et al., 1993:115).  It is 
therefore highly important that professionals in the field of ADHD carry out the 
proper procedures and assessments. 
 
2.7.1 Purpose of the assessment 
 
The most important reason for a proper assessment of the child’s symptoms 
is to establish the presence of ADHD.  In order to do this effectively all the 
criteria under evaluation need to match that which is required by the APA’s 
DSM (2000; 1994), which requires that the criteria be present in the child’s 
behaviour for a certain period of time in order to validate the diagnosis 
(Barkley, 2005:117; Rief, 2005:23). 
 
Another reason is to determine the needs created by the behaviour under 
scrutiny, such as academic, social and behavioural difficulties that 
incapacitate the child’s emotional growth and progress (Barkley, 2005:125; 
Levine, 2002: 48).  When this thorough evaluation has been completed the 
team of experts can begin to formulate the best strategy for the treatment and 
management of the symptoms (Gomes, 2004:83; Lawlis, 2004:14). 
 
 44
2.7.2 Diagnostic criteria for the DSM-IV and DSM-IV-TR 
 
With regard to ADHD, the American Psychological Association’s Diagnostic 
and Statistical Manual of Mental Disorders has been revised over the years to 
include a broader, more refined description of the diagnostic criteria, which 
have been listed under various categories, to be used according to specific 
guidelines (APA, 2000; 1994).  Through a series of meetings, the experts 
involved set about rewording, and including symptoms that had not been 
included before in order to make diagnosis easier and more accurate in the 
future (McBurnett, et al., 1993:108). 
 
In order to test the validity of the newly reviewed list of symptoms, a national 
field trial was carried out, in which 440 clinically referred candidates, from 
different ethnic backgrounds and locations, (336 boys and 104 girls, aged 
between 7 and 17 years), took part (Steenkamp, 2001:40).  This helped to 
determine which symptoms were relevant to each difficulty and to what 
degree this had led to an impairment of the child’s progress.   
 
Based on this field trial, a relevant list of symptoms, with clear cut-off points 
for the designated categories and sub-categories, was considered (see Table 
1).  In order for an individual to be diagnosed with ADD, six symptoms of 
inattention need to have been present for a period longer than six months 
prior to diagnosis, and these must not be associated with injury.  The same 
applies to a diagnosis of ADHD where six symptoms of hyperactivity must 
apply in the same manner as for an ADD diagnosis (APA, 1994:83).   
 
The table below was the eventual outcome of the field trial and assessment 
mentioned previously.  It resulted in the three sub-categories listed by the 
APA (1994:83-85), which contain six symptoms of inattention and six 
symptoms of hyperactivity-impulsivity.  When both of these sets of criteria are 
present, the child will be diagnosed with ADHD (combined type), if only the 
criterion for inattention is met, the child will be diagnosed with ADHD 
(predominantly inattentive type), and if only the criterion for the hyperactivity-
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impulsivity is met, the child will be diagnosed with ADHD (predominantly 
hyperactive-impulsive type). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 ? Diagnostic criteria for Attention-Deficit/
Hyperactivity Disorder 
 
A. Either (1) or (2): 
 
(1) six (or more) of the following symptoms of inattention have 
persisted for at least 6 months to a degree that is maladaptive 
and inconsistent with developmental level: 
 
  Inattention 
(a) often fails to give close attention to details or makes 
careless   
mistakes in schoolwork, work, or other activities 
(b) often has difficulty sustaining attention in tasks or play  
activities 
(c) often does not seem to listen when spoken to directly 
(d) often does not follow through on instructions and fails to 
finish schoolwork, chores, or duties in the workplace (not 
due to oppositional behaviour or failure to understand 
instructions) 
(e) often has difficulty organising tasks and activities 
(f) often avoids, dislikes, or is reluctant to engage in tasks 
that require sustained mental effort (such as schoolwork or 
home-work) 
(g) often loses things necessary for tasks or activities (e.g., 
toys, school assignments, pencils, books, or tools) 
(h) is often easily distracted by extraneous stimuli 
(i) is often forgetful in daily activities 
 
(2) six (or more) of the following symptoms of hyperactivity-
impulsivity have persisted for at least 6 months to a degree 
that        is maladaptive and inconsistent with development 
level: 
 
 
Hyperactivity 
(a) often fidgets with hands or feet or squirms in seat 
(b) often leaves seat in classroom or in other situations in 
which remaining seated is expected 
(c) often runs about or climbs excessively in situations in 
which      it is inappropriate (in adolescents or adults, may 
be limited to subjective feelings of restlessness) 
(d) often has difficulty playing or engaging in leisure activities 
quietly 
(e) is often “on the go” or often acts as if “driven by a motor” 
(f) often talks excessively 
 
 
(continued) 
Table 2.1:    This table of the criteria required for the diagnosis of ADHD 
was taken    from the American Psychiatric Association’s 
(1994:83-85) Diagnostic and Statistical Manual of Mental 
Disorders  (DSM-IV). 
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? Diagnostic criteria for Attention-Deficit/ 
Hyperactivity Disorder (continued) 
 
Impulsivity 
(g) often blurts out answers before questions have been com-   
pleted 
(h) often has difficulty waiting turn 
(i) often interrupts or intrudes on others (e.g., butts into 
conversations or games) 
 
B. Some hyperactive-impulsive or inattentive symptoms that caused 
impairment were present before age 7 years. 
 
C. Some impairment from symptoms is present in two or more settings   
(e.g., at school [or work] and at home). 
 
D. There must be clear evidence of clinically significant impairment in   
social, academic, or occupational functioning. 
 
E. The symptoms do not occur exclusively during the course of a 
Pervasive Developmental Disorder, Schizophrenia, or other Psychotic 
Disorder         and are not better accounted for by another mental 
disorder (e.g., Mood Disorder, Anxiety Disorder, Dissociative Disorder, 
or a Personality    Disorder). 
 
Code based of type: 
314.01    Attention-Deficit/Hyperactivity Disorder, Combined Type:          
if both Criteria A1 and A2 are met for the past six months 
314.00    Attention-Deficit/Hyperactivity Disorder, Predominantly 
Inattentive Type: if Criterion A1 is met but Criterion A2 is not met for   
the past six months    
314.01     Attention-Deficit/Hyperactivity Disorder, 
Predominantly Hyperactive-Impulsive Type:  if Criterion A2 is 
met but Criterion A1 is          not met for the past 6 months 
 
Coding note:  For individuals (especially adolescents and adults) who 
currently have symptoms that no longer meet full criteria, “In Partial 
Remission” should be specified 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In addition to the above criteria the APA (1994:82) also requires that: 
 
o Such symptoms constitute a maladaptive and inconsistent 
functioning and development of the individual; 
o the inattentive, hyperactive-impulsive behaviour existed before 
the age of 7 years; 
o symptomatic impairment must be present in more than one 
social setting, (i.e. at home, as well as at school or work); 
o symptoms cause significant impediment in social, academic and 
occupational functioning of the individual. 
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2.7.3 A multi-level, multi-modal approach to assessment  
 
This type of assessment requires that various kinds of instruments and 
procedures be used in order to cover as many aspects of the disorder as 
possible (Montague, McKinney & Hocutt, 1994:212; Reid & Maag, 1994:350; 
McBurnett, et al., 1993:115; Bowley & Walther, 1992:42).  Among these 
instruments are the medical examination (Greenhill, 1991:267), 
neuropsychological testing (Grodzinski & Barkley, 1999:12), parent and 
teacher interviews, rating scales, observational techniques (McKinney, 
Montague & Hocutt, 1993:125), and the assessment of educational needs 
(Montague, et al., 1994:213). 
 
ADHD affects all levels of functioning and all spheres of life.  Its symptoms 
change according to varying situations and emotional circumstances 
(McBurnette, et al., 1993:115).  The use of the criteria set out in the American 
Psychiatric Association (1994:83-85) is the first step in the assessment of 
ADHD, which should be followed by an assessment of the individual’s 
educational and psychological needs (Du Paul & Barkley, 1992:178).  The 
design of an appropriate supplementary Coping Skills Programme for the 
management of these needs ought to be the next step in this multi-level, 
multi-modal approach to assessment and identification (Gomes, 2004:126). 
 
• A medical examination will help to rule out any other factors that may 
be causing similar symptoms to those of ADHD, such as: impaired 
hearing, poor eyesight, neurological deficiencies, sensory related 
problems, eczema or other skin ailments and Tourette’s Syndrome 
(Sonna, 2005:18; Greenhill, 1991:267).  Such an evaluation is 
imperative, but insufficient by itself. 
 
• Clinical interviews provide excellent and useful information about the 
child’s condition.  Clinical interviews carried out with the child, the 
parent and the child’s teacher provide a wide spectrum of information, 
extremely valuable to the assessment process.   By interviewing the 
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parent/s, one gains invaluable information about the current situation of 
the home, school and social environments to which the child is 
exposed (McKinney, et al., 1993:127).  This also provides insightful 
information about the child’s pre-natal and post-natal history, as well as 
the duration and severity of the symptoms that are being experienced 
(Power & Ikeda, 1996:383). 
 
Besides the valuable information that can be gathered from parental 
interviews, the latter also provides an opportunity for the establishment 
of good communication, trust and support between the therapist and 
the family (Barkley, 1998:267).  According to Barkley (1998:267) 
interviews between the parents, the child and the therapist facilitate co-
operation, assessment and treatment.  They bring to light the degree of 
stress under which the family finds itself, and highlights any mental 
abnormalities that might exist within the family, especially the parent’s 
mental status (McKenny, et al., 1993: 127). The parent-child 
relationship will also become apparent during these interviews, as will 
any frustrations, distress and hostility.  The parental interview also 
helps to re-focus the parent’s perceptions regarding the child’s 
problems (Steenkamp, 2001:44). 
 
There is also much to be gained from child and teacher interviews.  
The child interview provides verification of the information gathered 
during the parental interview, as it provides a first-hand observation of 
the child’s appearance, behaviour and gross developmental skills 
(Barkley, 1998:267).   The teacher interview provides insight into the 
child’s academic progress and difficulties with schoolwork, peer 
relationships and behaviour at school, and parental involvement in 
academic matters (Barkley, 1998:214).    
 
• Behaviour rating scales and checklists are used to collect behaviour 
characteristics from parents and teachers, which are believed to be 
relevant to ADHD (McKinney, et al., 1993:126).  When all the results 
have been gathered and the distribution of the scores evaluated, the 
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cut-off score is used to determine whether ADHD is present or not 
(Reid & Maag, 1994:341).  The arbitrary nature of this type of testing 
results in irregular prevalence estimate scores, and should therefore 
not be used as the sole means of testing (Reid & Maag, 1994:344), but 
should be combined with other forms of testing, such as parent, 
teacher and child interviews, and observation of the child’s behaviour in 
the home and school environment (Power & Ikeda, 1996:381). 
 
Steenkamp (2001:46) mentions that another problem that exists 
regarding the use of parent and teacher ratings, is the low correlation, 
due to subjectivity on the part of the observers, i.e. parents and 
teachers (Montague & McKinney, 1994:214; Reid & Maag, 1994:345).  
Reid & Maag (1994:346) state that in order to minimise this problem, 
observers should have a common understanding of the attitude that is 
being rated, and of the behaviours caused by that attitude.  Observers 
should also know how to accurately determine the occurrence and the 
non-occurrence of a relevant behaviour and their interpretation of the 
frequency of that behaviour, i.e. each individual observer’s 
interpretation of how much is very much and/or very little, for example, 
should be the same. 
 
Used with care and insight, behaviour-rating scales play a central role 
in the assessment of ADHD, especially when used in their proper 
context and together with other modes of assessment (Power & Ikeda, 
1996:384).  Steenkamp (2001:47) mentions the following as the most 
frequently used forms of measurement, as cited in Montague & 
McKinney, (1994:214): 
 
o The Comprehensive Behaviour Rating Scale for Children 
(CBRSC) is used by teachers to measure several aspects of 
school functioning.  The behaviour assessment classification 
includes tests that measure general or specific behaviour within 
educational, vocational, community or home settings.  It includes 
checklists, rating scales, surveys and observational reports, 
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which measure the perceptions of teachers and parents 
regarding age-related maturity, social competence and 
inattention, as well as the observer’s interpretations of behaviour 
in relation to adaptive or social and functional skills, and 
appropriateness or dysfunctions within settings and/or situations 
(Rief, 2005:24-26; Achenbach & Edelbrock, 1983).   
 
o The Vanderbilt Assessment Scale for Teachers and Parents 
(VADTRS) is an instrument that follows DSM-IV criteria for 
ADHD and which includes a screen for some of the mood and 
anxiety symptoms, as well as a rating for the child’s 
performance.  This assessment instrument has a parent version 
also, called the Vanderbilt Parent Rating Scale (VADPRS) 
(Wolraich, Feurer, Hannah, Pinnock & Baumgaertel, 1998:141-
152). 
 
o The Conners Parent and Teacher Rating Scale and the 
Abbreviated Teacher Rating Scale help to make assessments 
regarding conduct problems, hyperactivity-impulsivity and 
inattention-passivity.  These two scales are the most commonly 
used in South African clinical and educational settings (Rief, 
2005:24-26; Goyette, Conners & Ulrich, 1978). 
 
The parent rating scale (CADS-P) contains 26 items and 
features the option of having parents complete both or just one 
of the two sub-components.  The 26-item form includes the 
ADHD index items and DSM-IV symptom sub-scale.  This form 
allows the clinician to indicate whether the respondent should 
complete one or both sub-scales. 
 
The teacher rating scale (CADS-T), also known as the 
QuikScore form, has been constructed like the CADS-P to allow 
for the optional administration of the sub-components so that, 
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although this scale contains 27 items, teachers can complete 
just 12 or just 18 items. 
 
The Connors Rating Scale system has one other questionnaire 
designed for adolescents (CADS-A), which consists of 30 items 
and produces meaningful results, whether just a sub-component 
or the entire scale is administered (Connors & Jett, 1999). 
 
The sub-scales for CADS-P, CADS-T, and CADS-A are as 
follows: 
 
• ADHD index (12 items) 
• DSM-IV symptom sub-scales (18 items) 
• DSM-IV inattentive (9 items) 
• DSM-IV hyperactive-impulsive (9 items) 
 
o The ADHD Rating Scale has been adapted from the ADHD 
symptom list in the DSM-III-R (APA, 1989:50).  It consists of 14 
items and concentrates on two factors, namely 
inattention/restlessness and hyperactivity-impulsivity (Rief, 
2005:24-26; Du Paul, 1991). 
 
o The Schedule for Non-adaptive and Adaptive Personality 
(SNAP) Rating Scale (1988) provides separate ratings for 
aspects such as inattention, hyperactivity, impulsivity, 
aggression and peer relationships (McKinney et al., 1993:126).  
This instrument uses items from the DSM-IV, Connors Index 
Questionnaire, as well as from the IOWA Conners 
Questionnaire. It is primarily a clinical instrument, a factor-
analytically derived, self-report test composed of 375 true/false 
items, designed to assess trait dimensions in the area of 
personality disorders and consists of 34 scales: 12 Trait Scales, 
3 Temperament Scales, 6 Validity Scales, and 13 Diagnostic 
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Scales (Wu & Clark, 2003:231-256; Ready & Clark, 2002:39-
49). 
  
o The Barkley Home Situations Questionnaire-Revised and The 
School Situations Questionnaire-Revised are designed to 
assess the severity and pervasiveness of multi-situational 
attention problems (Barkley, 2005:127; Du Paul & Barkley, 
1992:178).  The home questionnaire comprises 16 different 
areas of home life, where ADHD symptoms disrupt normal home 
situations, such as mealtimes and completion of chores, and is 
rated on a scale of 1-9.  The school questionnaire is completed 
by the teacher and evaluates the child on 12 common school 
situations.  It is rated the same way as the home questionnaire 
(Du Paul, Power, Anastapoulos, Reid, Goey & Ikada, 1997:436-
444). 
 
• Observational techniques guide the observation of behaviour by 
using appropriate research questions, so that specific behaviours are 
noted more easily (Rosnow, 1996:77).  With regard to observational 
techniques, Gomes (2004:25) notes the following advantages.  These 
techniques: 
 
o Help the researcher to watch and record events as and when 
they happen spontaneously; 
o enable the researcher to capture small instances, where 
reactions and actions might otherwise go unnoticed; 
o allow the researcher to see first-hand, how both children and 
their parents react to certain circumstances and events; and 
o allow the researcher to get a feel of what the child’s environment 
is really like. 
 
This type of assessment technique forms an important part of a multi-
assessment programme (Montague & McKinney, 1994:214), due to the 
fact that ADHD-related behaviour changes considerably from situation 
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to situation, even being affected by time of day, temperature and 
location (McKinney, et al., 1993:127).  By making detailed recordings of 
all these aspects, one gains a more complete overview of the 
frequency of the problem behaviours, and when these are likely to 
occur. It also indicates how they vary from situation to situation and 
how severe and debilitating they might be in school, home and social 
situations (Glutting, Robins & De Lancey, 1997:392).   
 
Observational techniques are also useful in the planning of treatment 
procedures, in that they can be used to determine possible external 
factors that may be augmenting an already existing problem (Du Paul 
& Barkley, 1992:178).  Examples of structured observational measures 
already available to assess the severity and frequency of ADHD-
related behaviour (Montague & McKinney, 1994:214; Mckinney, et al., 
1993:127) are the Classroom Observation of Conduct and ADD 
(Atkins, Pelham & Licht, 1985:155), which assesses classroom and 
playground behaviour, and the Comprehensive Behaviour Rating Scale 
for Children (CBRSC) – Direct Observation Form (Achenbach & 
Edelbrock, 1983), a form that requires a ten-minute observation of 
behaviour occurrence, duration, frequency, and intensity, rated as 
absent, present or of high intensity (see 2.9.3). 
 
• Neuropsychological assessment is used to determine specific 
disabilities that may impact on ADHD behaviour, assuming that 
behaviour is a direct reflection of brain function (Nelson & Bloom, 
1997:971).  Steenkamp (2001:49) points out that behavioural tools, 
such as the Wisconsin Card Sorting Test (Heaton, 1981), are designed 
to evaluate which areas of the brain are involved when a particular 
behaviour occurs.  This kind of testing is particularly useful when 
investigating brain injuries, because it measures prolonged thinking 
and concept formation (Chelune, Ferguson, Koon & Dickey, 1986:224).  
Nelson & Bloom, (1997:971) however, point out that such testing tools 
may lack precision. 
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The following are cited in Steenkamp (2001:49) as frequently used 
tests (Grodzinsky & Barkley, 1999:15; Sullivan & Bowden, 1997:657): 
 
o The Halstead-Reitan Battery (Reitan & Wolfson, 1985), which 
measures visual-perceptual skills; 
 
o the Bender-Gestalt Test (Koppitz, 1964), which measures 
visual-motor integration skills and visual-spatial planning and 
organisation; 
 
o the Rey-Osterrieth Complex Figure Test (Buttler, Retzlaff & 
Vanderploeg, 1991:510), which measures visual-spatial 
planning and organisation and helps detect deficits associated 
with frontal lobe injuries; 
 
o the Continuous Performance Test (Gordon, 1983), is a nine-
minute vigilance test; 
 
o the Controlled Oral Word Association Test (Benton & Hamsher, 
1978), which tests verbal fluency; 
 
o the Porteus Mazes (Porteus, 1965), which measures planning 
and organisational skills, and motor dexterity. 
 
Like all the other tests discussed before, the above testing tools do not 
serve as sufficient criteria by themselves, but work best when used in 
conjunction with other forms of testing, so as to provide cross-
confirmation of results (Grodzinski & Barkley, 1999:19). 
 
• Assessment of educational needs may be done by tests carried out 
to evaluate physiological, emotional and behavioural problems.  The 
assessment of educational problems too requires that a variety of tests 
be conducted in order to obtain as wide a range of the difficulties as 
possible (Rief, 2005:25; McKinney, et al., 1993:129).  It is imperative 
 55
that all aspects of academics be taken into consideration, such as 
behaviour towards teachers and peers, scholastic aptitude, and special 
needs regarding vision and/or hearing, in order for the necessary 
adjustments to the child’s learning environment and/or special learning 
programmes to be created (Sonna, 2005:21; Montague & McKinney, 
1994:215). 
 
Assessing a child’s intellectual ability helps professionals to compare 
the ADHD diagnosed child’s capabilities in relation to other children of 
the same age and physiological development, in aspects such as IQ, 
overall performance, body language, verbal and motor abilities, 
cognitive and emotional development (Glutting, et al., 1997:391; 
Montague & McKinney, 1994:215).  Such standardised scholastic 
achievement tests help to establish areas of learning difficulty and 
academic backlogs that might have resulted because of missed 
foundational learning (Levine, 2002:248; Montague & McKinney, 
1994:215; McKinney, et al., 1993:129).  Checklists, rating scales and 
observation used together help to establish the areas of need for the 
ADHD diagnosed child, and helps to put in place the necessary coping 
skills programme that will help to minimise the stress caused by the 
ADHD influenced behaviour (Lawry, Storey & Danko, 1993:100). 
 
• Strategies for intervention are multi-level, multi-modal approaches to 
assessment should lead the team of experts to intervention strategies 
that will help both the ADHD-diagnosed child, as well as the parents.  
This means, not only finding the best possible method of intervention, 
but also the implementation and monitoring thereof (Rief, 2005:29; 
Lawry, et al., 1993:100). 
 
Programmes should be flexible enough to be adjusted to the growing 
child’s unique needs, in that the programmes should be changeable 
according to the child’s changing difficulty aspects, e.g. organisational 
skills may start with an itemised wall-chart in the early years and 
change to a diary later as the child matures and is promoted in grade 
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(Sonna, 2005:184; Motague, et al., 1994:216).  Programme objectives 
need to be revised on an ongoing basis in order to maintain efficacy 
(Gomes, 2004:126; Bowley & Walther, 1992:43). 
 
2.8 CO-MORBID DISORDERS 
 
 
CHADD (2002) is the acronym used for Children and Adults diagnosed with 
ADD.  CHADD maintains that ADHD may co-exist with one or more disorders, 
which may or may not exhibit similar symptoms to those of ADHD.  The 
following is a brief clarification of what some of these co-existing disorders 
are, and what they entail: 
 
? Disruptive Behaviour Disorders - are usually characterised by 
Conduct or Oppositional Defiant behaviour, yet the clinical presentation 
does not meet the full required criteria for both conduct disorder and/or 
oppositional defiant disorder, but does, nevertheless, cause significant 
impairment and disruption of normal activities (Barkley, 2005:169; 
Lawlis, 2004:36; Sue, et al., 1994:512). 
 
? Mood Disorders - refers to predominant disturbances in mood affect, 
which may or may not be a result of medication.  In the case of ADHD-
related behaviour, depression usually presents prior to the individual 
being medicated (Sue, et al., 1994:518). The APA (2000; 1994) divides 
mood disorders into two main categories: 1) Depressive Disorder, 
(often referred to as Unipolar Disorder), and 2) Bipolar Disorder.  
Depressive Disorder and Bipolar Disorder are classified into a category 
and a subcategory of mood disorders, once an episode has occurred, 
depending on the intensity of the episode and the circumstances in 
which it has occurred. 
 
? Anxiety Disorders - usually characterised by feelings of fear and 
apprehension, anxiety disorders are considered to be internalising and 
over controlled.  They include Separation Anxiety Disorder (see below), 
childhood and adolescent Avoidance Disorder (see below), and 
 57
Overanxious Disorder (see below), as described by Rubin and 
Asendorpf, (1993:153).  The APA (2000; 1994) however, links 
childhood and adolescent Avoidance Disorder with Social Phobia, and 
Overanxious Disorder with generalised Anxiety Disorder. 
 
? Separation Anxiety Disorder – also know by the acronym SAD, is 
characterised by excessive anxiousness when separation occurs 
between child and parent, be it when going to school, when visiting a 
friend, or even just going outside to play (Sue, et al., 1994:516).   In 
any of these situations the child will try to contact the parent frequently 
for reassurance. 
 
? Childhood and Adolescent Avoidance Disorder – is characterised 
by hypersensitivity to rejection and humiliation, which usually results in 
reluctance to form friendships and other relationships (Sue, et al., 
1994:263).   These individuals have a tendency to appear aloof and 
standoffish, and have great difficulty forming and maintaining 
relationships, even with their parents and siblings. 
 
? Overanxious Disorder – is an irrational feeling of fear and 
apprehension that overrides logic (Sue, et al., 1994:165).   Such 
individuals usually have low levels of self-esteem, have a tendency to 
be extremely negative in their outlook on life and suffer from feelings of 
inadequacy and self-insufficiency.  In severe cases individuals may 
also develop panic disorders, phobias and obsessive-compulsive 
disorders.  
 
? Social Phobia – is an intense fear of being scrutinised (Sue, et al., 
1994:173).  These individuals have an immense sensitivity to being 
checked up on, such as when a teacher checks the student’s work by 
looking over the student’s shoulder.  This fear of scrutiny extends to 
friends asking general questions about health and welfare, and to 
parents’ generalised inquiries about progress of chores, homework and 
social whereabouts.  In public places, such as on the school 
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playground or at social outings, individuals will be concerned about 
what others may be thinking about them. 
 
? Tourette’s Syndrome - is characterised by facial, vocal and body tics, 
which increase in frequency and intensity when the person feels self-
conscious or under pressure.  Grunting and barking sounds may 
develop into a compulsion to shout obscenities or odd, random words, 
a tendency known as coprolalia (APA, 2000; 1994; Sue, et al., 
1994:519-520). 
 
? Learning Disabilities - refer to an individual’s achievement on 
individually administered, standardised tests in reading, mathematics 
or written expression that is substantially below expected for his/her 
age, schooling and level of intelligence.  These learning problems 
usually interfere significantly with the individual’s daily function and 
academic achievement (APA, 2000; 1994). 
 
All of the above may occur alone or in co-existence with ADHD, complicating 
proper diagnosing, and often causing co-existing disorders to go unnoticed 
(CHADD, 2002; APA, 2000; 1994).  Thus, it is of utmost importance to discern 
and treat the effects of any possible co-existing disorders.  For this reason, 
the diagnostician should be a trained expert who looks beyond the obvious 
symptoms of ADHD, and at the possibility that co-existing disorders might 
also be present. 
 
Another aspect mentioned by Webb, et al. (2005) is the possibility of 
giftedness.  Webb, et al., (2005) mentions that many individuals diagnosed 
with some form of learning disability, such as ADHD, and/or any of the 
associated disorders, may in fact be gifted individuals who do not fit into the 
traditional educational mould.  Although many of the children diagnosed with 
ADHD have a higher IQ than their non-ADHD peers in the same age group, 
their difficulties are found in the differences that exist in the learning styles of 
individuals (Willis & Hodson, 1999), and in whether they are boys or girls, as 
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they employ different methods of learning that do not always fit in with the 
educational system with which they are presented (Gurian, 2001). 
 
 
2.9 THEORETICAL PERSPECTIVES ON THE AETIOLOGY OF 
ADHD 
 
A close study of the literature reveals a plethora of perspectives, all seeking to 
justify the aetiology of ADHD, but one aspect becomes salient, namely that of 
the fact that ADHD is a genetically inherited condition.  ADHD becomes 
aggravated by various conditions in atmospheric temperature, diet, sudden 
changes in geographic location and even subtle aspects like changes in the 
moods of those with whom the ADHD-diagnosed individual interacts on a 
daily basis (Barkley, 2005:64; Levine, 2002:28; Tannock, 1998:68). 
Neurological immaturity, decreased activation of the brain's reward system, 
dysfunction of the reticular activating system, deficits in the motivational 
system, brain injury and under-arousal of the brain have all been proposed to 
explain ADHD symptoms (Barkley, 2005:64).  However, only 5-10% of ADHD 
diagnosed individuals have a history of significant brain injury and such 
injuries are unlikely to account for the majority of children with this condition 
(Barkley, 2005:66).  It is true that the various perspectives that exist are all 
valid in that each portrays an aspect of the aetiology of ADHD, but none of 
them on their own can be credited with the full impact of ADHD behavioural 
symptoms. 
 
? The neurobiological perspective examines the possibility of 
abnormalities in the areas of the brain (Sagvolden & Sergeant, 1998:4).   
It is done from various perspectives, such as the neuroanatomical, 
neurophysiological and neurochemical perspectives, in order to 
achieve a more holistic view (Koziol & Stout, 1994:6; Riccio, Hynd, 
Cohen & Gonzalez, 1993:118). The following diagram provides a guide 
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of the various areas that may be affected in an ADHD-diagnosed 
individual. 
 
Diagram 2.1: The various areas of the brain that may be 
affected by ADHD (Internet library, September 
2006). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Studies show that the effects of ADHD may affect several areas of the 
brain, such as the Frontal Lobes, the Cortex, the Limbic System and 
the Reticular System (Frates, 2002:36-45).  In diagram 2.1 above, the 
various areas that can be affected by ADHD are depicted clearly as 
follows:   
 
• The frontal lobes are responsible for intellect, cognition and 
personality, and help the individual to pay attention to tasks, 
concentrate, make good decisions, plan ahead, learn, remember 
what was learned and behave appropriately in a given situation 
(Gomes, 2004:45; Lawlis, 2004:78);   
 
• The parietal lobes take care of motor and sensory function, for 
instance, when the child reaches out to touch a hot object, and 
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then recoils at the burning sensation.  Both the action and the 
reaction are controlled by this centre (Lawlis, 2004:78);  
 
• The occipital lobe is the visual centre and is responsible for the 
interpretation of what comes into the individual’s line of sight, 
and 
 
• The temporal lobes are the language and memory centres.  
Here we pre-arrange what we say, write or read, how this will be 
done and also how to process the information in order to recall it 
later, what we call memory (Lawlis, 2004:79). 
 
When the above is considered, the reasons why a child who has been 
diagnosed with ADHD struggles to maintain the required level of 
attention, control and recall ability become clearer.  In cases where 
ADHD has been diagnosed, the Cortex areas, which form the outer 
layer of the cerebrum, and consist mainly of nerve cell bodies, which 
act as the inhibitory mechanisms that are responsible for keeping the 
individual from becoming hyperactive, speaking out of turn and losing 
his/her temper, seem to function more slowly than in non-ADHD 
diagnosed cases.  This appears to be the cause of major problems in 
learning new material.   It is this slow action that physicians attempt to 
overcome with medications like Ritalin, as Methylphenidate enhances 
the production of Dopamine in the pre-frontal cortex area and promotes 
stimulation (Gomes, 2004:45; Lawlis, 2004:79).   
 
The Limbic System (see Diagram 2.2) is the area of emotion control 
and is situated in the temporal lobe area.  In the ADHD-diagnosed 
individual, this area may be impaired and responsible for the temper 
outbursts and depression episodes, as well as learning and retention-
recall difficulties (Gomes, 2004:46; Lawlis, 2004:80).  These individuals 
also appear to have a more acute sense of smell and taste. 
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Diagram 2.2: The Limbic System is made up of various parts 
which together help to control emotion  (Internet 
library, September 2006). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Also linked to temporal lobe dysfunction are impulsiveness, 
disorganisation, and short attention span.  In this instance 
Methylphenidate appears to be insufficient, or ineffective and in such 
instances, doctors may use a mixture of Tegretol and Adderall, which, 
when used together, seem to work more efficiently (Lawlis, 2004:80).   
 
The Reticular System (see Diagram 2.3), also known as the Control 
Loop or Feed-Back Differential, is the attention and motivation centre of 
the brain.  It is responsible for the balance between the frontal lobes, 
the cortex and the limbic systems, as these are the centres that 
regulate learning, self-control and motivation (Gomes, 2004:48; Marieb, 
1992:401-402).   
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Diagram 2.3:  The Reticular System: how information 
impulses filter through forming a control 
loop to regulate learning, self-control 
and motivation. (Internet library, 
September 2006). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
? The neuroanatomical approach deals with the areas of the brain, (see 
neurobiological perspective: 2.2), thought to be responsible for the 
control of attention and motor activity (Steenkamp, 2001:53).    Testing 
of these areas is carried out using many different techniques and 
testing equipment.  Techniques such as the magnetic resonance 
imaging (MRI), used to examine brain tissue, the positron emission 
tomography (PET), developed to study the physiological and 
biochemical processes of the brain, and the computerised axial 
tomography (CAT), which provides three-dimensional x-ray pictures of 
the brain allowing for detection of abnormalities, are just some 
examples of the neurological techniques and psychological tests that 
help to diagnose brain disorders and ADHD-related disorders 
(Tannock, 1998:72).      
 
Positron emission tomography (PET) studies of ADHD-diagnosed 
children reveal considerable reduction in glucose metabolism in the 
cortex areas and decreased blood flow in the caudate nucleus within 
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the basal ganglia (see Diagram 2.4), showing decreased brain 
metabolism (Gomes, 2004:49; Riccio, et al., 1993:120; Ballard & Bolan, 
1997:856). 
 
 
Diagram 2.4:  The structure of the caudate nucleus 
within the basal ganglia (Internet 
library, September 2006). 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
? The neurochemical approach deals with the role of neurotransmitters 
as communication facilitators (Steenkamp, 2001:58).   
 
Neurotransmitters, such as dopamine and norepinephrine, are 
responsible for attention control, whereby the neurotransmitter is 
released from the synaptic vesicles into the synaptic cleft (see Diagram 
2.5) to assist messages to cross into the receptor site. When the 
impulse has reached the receptor site, the neurotransmitter is 
deactivated by re-uptake into the pre-synaptic terminal via a specific 
neurotransmitter transporter gene, referred to in the medical field as 
DAT1, 10-repeat.  The DAT1 gene, or DNA molecule that carries the 
ADHD characteristics, is found repeated every 10 spaces, or gene 
couplings, in the DNA strand.  After it has been used by the 
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neurotransmitter, it is ‘repackaged’ into the synaptic vesicles to be used 
again (Castellanos, 1999:183).  Simplified, the ‘repackaging’ mentioned 
above refers to the emission/absorption action carried out by the 
neurons when transmitting neurological messages (see Diagram 2.5).   
 
 
  
 
Diagram 2.5:  The path of neurotransmitters to their receptors through 
the synaptic cleft (Internet library, September 2006). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The above is a very simplistic way of explaining how the DAT1, 10-
repeat gene works, but in the case of ADHD-diagnosed children it is 
thought that Dopamine and Norepinephrine appear to be significantly 
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reduced or reabsorbed too quickly, not allowing the full message to be 
sent across the synaptic cleft (Barabasz & Barabasz, 1996:9; Riccio, et 
al., 1993:121; Hynd et al., 1991:178). 
 
? The neurophysiological approach deals with the relationship between 
the chemical and the anatomical components of the brain (Steenkamp, 
2001:53). 
 
The brain maps on the left (1 and 2) (see Diagram 2.6) are of normal 
individuals: a 14-year-old female and 9-year old male. The ones on the 
right (3 and 4) are ADHD individuals: a different 14-year-old female and 
a different 9-year-old male. Notice how the two ADHD individuals (3 
and 4) demonstrate higher (more red) Theta and Alpha activity in their 
maps than the normal individuals, respectively. 
 
 
 
  
Diagram 2.6:  Differences in brain activity in normal and ADHD   
                      children (Internet Library, September 2006). 
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High Theta wave activity is generally associated with drowsiness; High 
Alpha activity is generally associated with idleness. The ADHD results 
(3 and 4) (see Diagram 2.6) are characteristic of states of non-
attentiveness, and too little stimulation of the reticular activating 
system, and probable inadequate number of connections. Thus the 
ADHD/LD (Attention Deficit Hyperactivity Deficit/Learning Disabled) 
child can effectively "tune-out" his/her environment (Gomes, 2004:45). 
 
Steenkamp (2001:60) points out that complex human behaviour is the 
result of balanced interaction between arousal and inhibition of 
behaviour by the various brain systems and that cognition and 
behaviour depend heavily on the anatomical integrity of brain function.  
Disruption of any of these systems will result in inhibited attention and 
behaviour (Riccio, et al., 1993:121), and dysfunction of the limbic 
dopamine controls may result in restlessness and hyperactivity (Ballard 
& Bolan, 1997:857). 
 
? The genetic perspective has been repeatedly emphasised in literature, 
stating that ADHD is a genetically based disorder, which is passed on 
from parent to child by such anomalies as the absence of a second X 
chromosome in girls, and an extra Y chromosome in boys (Hynd, et al., 
1991:176; Barabasz & Barabasz, 1996:6).  As mentioned before (see 
2.8.4) the role of heredity is strong, and twin studies show a five-fold 
probability of ADHD risk to first-degree relatives of individuals 
diagnosed with ADHD, when compared with the remainder of the 
population (Castellanos, 1999:181; Cherkes-Julkowski, et al., 1997:29; 
Rowe 1994:80; Schachar, 1991:174). 
 
There is also evidence of neurotransmitter system deficiencies 
(Tannock, 1998:84), which has led to further studies into the molecular 
genetic basis of ADHD (Castellanos, 1999:181).  There appears to be 
a significant association between ADHD and the dopamine transporter 
gene, the DAT1 gene, but it is not clear why (Castellanos, 1999:182; 
Cook, Stein, Krasowski, Cox, Olkon, Keiffer & Leventhal, 1995:996).  A 
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second gene, the D4RD gene, which is related to personality 
dimension or novelty seeking, has come to light recently, and may also 
be related to the effects of ADHD (Barkley, 2005:75).  Although the 
possibility of only two genes being responsible for the ADHD symptoms 
is unlikely, they may be responsible for susceptibility to ADHD (Sonna, 
2005:60; Tannock, 1998:89; Cook, et al., 1995:996).  
 
? The psychosocial perspective (Steenkamp, 2001:63) states that 
studies have revealed a correlation between ADHD and interpersonal 
and relational aspects, such as poor parental management (Cherkes-
Julkowski, et al., 1997:29), relating to marital discord, low socio-
economic status, overcrowding and negative, critical, controlling 
parents (Schachar, 1991:170).   This presupposes that external 
aspects such as those mentioned might be the cause of ADHD.   
However, this is not the case according to literature studies, which 
clearly show that ADHD has a neuro-genetic origin, which affects 
various areas of the brain, resulting in behaviour, the severity of which 
may be affected by external stimuli (Koziol &Stout, 1994:6; Riccio, et 
al., 1993:118). 
 
There are a number of elements at play here, namely that if parents 
are having personal or relational problems, they may perceive their 
child’s behaviour as more disruptive.  This may lead to harsher 
punishment or more permissive treatment of the child, which in turn will 
affect the ADHD-behaviour predisposition (Barkley, 2005:106).  Many 
studies carried out in the last decade show ADHD-related behaviour to 
be one of the major causes of marital discord, familial stress and 
financial pressure (Low, 1999:256; Richer, 1993:11).  Proper, 
appropriate discipline is one of the best behaviour management tools 
for children diagnosed with ADHD (Leung, Luk, Ho, Taylor, Mak & 
Bacon-Shone, 1996:494). 
 
? The environmental perspective looks at the possibility that certain 
environmental factors, such as the use of lead in the manufacturing of 
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certain plumbing equipment, the use of artificial colourants and 
preservatives in food processing, and the over-refinement in the 
manufacture and preservation of food, as well as the effects of 
cigarette smoking and drug use during pregnancy, may play a role in 
the incidence of ADHD symptoms.  Studies have shown that children 
diagnosed with ADHD show a higher level of lead in their systems than 
children who have not been diagnosed with ADHD (Hynd, et al., 
1991:176).  This could lead to attention problems and hyperactivity to a 
certain degree (Cherkes-Julkowski, et al., 1997:28). 
 
There also appears to be a high incidence of allergic reactions among 
children diagnosed with ADHD, which has been blamed on the use of 
artificial colourants and preservatives in the manufacturing and 
preservation of food, coupled with over-refinement, which depletes 
products of their natural oils and nutrients (Sonna, 2005:31-36; Block, 
1996:83).  Deficiencies in essential oils (Lawlis, 2004:161) and Omega-
3 fatty acids (Sonna, 2005:39) also appear to have an effect on ADHD 
related behaviour and hyperactivity. 
 
There appears to be a strong correlation between the effects of 
cigarette smoking and drug use during pregnancy and ADHD 
symptoms (Barkley, 2005:72).  There is also a greater tendency among 
ADHD-diagnosed adolescents to abuse drugs and alcohol, than there 
is among non-ADHD-diagnosed individuals of the same age and socio-
economic background, although this may also be due to genetic 
predisposition (Barkley, 2005:94).   
 
Other factors, such as hydrocephalus and placenta previa may 
contribute to deprivation of oxygen at birth, extreme prematurity and 
intra-ventricular haemorrhages and may also contribute to symptoms of 
ADHD as the child matures (Hynd, et al., 1991:177). 
 
? The cognitive perspective looks at the effect that faulty information 
processing and cognitive executive function deficits have on the 
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behaviour of individuals diagnosed with ADHD (Levine, 2002:63). It 
considers the impact of interactions between cognition and behaviour 
and the affect they have on the individual diagnosed with ADHD 
(Cherkes-Julkowski, et al., 1997:4). 
 
Executive functions are carried out in the frontal lobes (see Diagram 
2.7) and are described by Pennington and Ozonoff, (1996:54) as “the 
ability to maintain an appropriate problem-solving set for the attainment 
of a future goal.”  This may require that a response be inhibited at a 
certain point of execution; it may require an action plan and/or the 
visualisation of the completed task.   
 
 
 
 
 
Diagram 2.7: The primary motor cortex (M 1) lies 
along the pre-central gyrus, and 
generates the signals that control the 
execution of movement.  Secondary 
motor areas are involved in motor 
planning (Internet Library: Brain 
Connection.com, September 2006). 
Frontal Lobes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This sequence includes problem-solving strategies, as well as 
integration across space and time.  It includes the use of memory, 
planning and interference control, and also the organisation and 
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sequencing of behaviour (Tannock, 1998:69; Pennington & Ozonoff, 
1996:55).  In the ADHD-diagnosed individual there are deficits in the 
execution of tasks caused by hyperactivity, distractibility and impulsivity 
(Pennington & Ozonoff, 1996:63).  These were found in test samples 
across 18 studies (Pennington & Ozonoff, 1996:65).   
 
 
 
 
Diagram 2.8:  Brain Map depicting activity levels between an ADHD diagnosed 
child and a non-ADHD diagnosed child (Internet Library, 
September 2006). 
This is one of the 
typical BrainMap 
patterns seen in a 
child with ADHD.  
It shows as 
underactive (red 
colour) frontal 
lobe behind the 
forehead. 
This a normal BrainMap
 
 
 
One of a number of characteristic patterns seen in ADHD is that in a 
child diagnosed with ADHD, the frontal part of the brain shows excess 
immature activity in the form of slow (theta) wave activity (see Diagram 
2.8) above. This appearance is often corrected by medication, such as 
Ritalin (Barkley, 2005:68-69).     
 
2.10 MANIFESTATIONS OF ADHD 
 
 
No matter how thorough a study may be, the complexity of ADHD will never 
be totally covered by just one researcher, one study or one book.  It has 
become apparent (Cherkes-Julkowski, et al., 1997:27) that the main 
behavioural disturbances caused by ADHD are those of inattention, 
hyperactivity and impulsivity.  The latter, in turn, leads to other functional 
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manifestations that may be affected by situation, geographical and inter/intra-
relational variables, which will result in a plethora of behavioural deficiencies 
and difficulties that become each ADHD-diagnosed child’s symptomatic 
signature (Stormont, Stebbins & McIntosh, 1999:373). 
 
 
2.10.1 Developmental course of ADHD 
 
As a general rule, ADHD is seldom identified in babies because ‘fussiness’ 
and ‘restlessness’ are common among newborns.  It is only when the child 
reaches the first years of toddlerhood, seldom before the age of three (Sonna, 
2005:2), and enters a crèche that the problem may be picked up and the 
connections made.  Significant over-activity and inattention in the early years 
is not unusual and is seldom thought of as a symptom of ADHD (Barkley, 
1998:325). According to Barkley, (1998:24), what experts take into 
consideration is the degree and duration of symptoms, such as hyperactivity, 
temper tantrums, excessive sulking and moodiness, inability to adapt and 
over-dependence.  
 
During the early school years, ADHD-related symptoms are more visible and 
easier to detect, since there is an abundance of literature and research done 
on the subject (Taylor, 1999:622).  The fact that ADHD persists through 
adolescence into adulthood has also been well documented.  Steenkamp 
(2001:74) reports that the disorder persists into adolescence in 50%-80% of 
children diagnosed with ADHD, and 30%-50% of individuals diagnosed in 
childhood become ADHD-diagnosed adults.  The assumption that ADHD 
disappears with age is not accurate.  ADHD does not disappear with the 
ageing of the individual; what does change is the way the individual manages 
his difficulties (Hallowell & Ratey, 1994:6). 
 
Research shows that ADHD-related hyperactivity in children takes the form of 
restlessness in adolescence (Taylor, 1999:623).  This restlessness becomes 
problematic in the formation of lasting relationships, dating and courtship, in 
issues of identity, physical development and peer acceptance (Sonna, 
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2005:72).  ADHD-related restlessness also increases the risk of delinquency, 
drug abuse, and early school dropout tendencies, aggression and 
recklessness of social conduct (Sonna, 2005:118; Taylor, 1999:623; Faigel 
1995:147).  Teenagers, who have been diagnosed with ADHD as children, 
have the same behavioural tendencies they had then.   
 
Their inattentiveness makes them accident prone, their low frustration levels 
and inability to control their temper, make them too volatile to keep friends 
around on a long-term basis, and their inability to stay on a topic of 
conversation that is not exciting enough for them, makes them appear 
superficial and self-absorbed.  Their tendency to blurt out what comes to mind 
before considering the consequences may frustrate their teachers.   It makes 
them appear untrustworthy and unreliable, making it hard to form and 
maintain close relationships (Sonna, 2005:247; Barkley, 2005:200; Faigel, 
1995:150). 
 
The clear evidence of ADHD-related behaviour that is so obvious in young 
children becomes subtler as the individual grows older, because of physical, 
mental and spiritual maturity (Hallowell & Ratey, 1994:70) but the 
psychological effects of ADHD remain, and often become more accentuated.  
Emily Dickinson’s poem used at the beginning of this chapter (see page 26) is 
a simple example of the distress of mind of the ADHD-diagnosed adult.  The 
second and last verses of the poem depict clearly the mental agony and panic 
of the sufferer (Hallowell & Ratey, 1995:70). 
 
The thought behind, I strove to join 
Unto the thought before – 
But Sequence ravelled out of Sound – 
Like Balls – upon a Floor. 
Emily Dikinson (Hallowell & Ratey, 1995:70) 
 
This confusion, mental agony and stress often cause the adult ADHD-sufferer 
to change jobs frequently, have intra and inter-personal difficulties.  Divorce is 
common among ADHD-diagnosed adults, because they are unable to resolve 
conflict, are usually messy individuals, who tend to be stubborn, impatient and 
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aggressive (Fargason & Ford, 1994:302).   ADHD-diagnosed adults, and 
many adolescents, also have the tendency to medicate themselves, as they 
perceive this to have a calming effect on their ability to think (Faigel, 
1995:152; Fargason & Ford, 1994:304), using cigarettes, coffee, alcohol, and 
drugs, both legally and illegally. 
 
2.10.2 Primary symptoms 
 
According to the APA’s Quick Reference to the Diagnostic Criteria or DSM-IV-
TR (2000) and the APA’s DSM-IV (1994), inattention, high levels of 
hyperactivity and poor impulse control are listed as the main symptoms of 
ADHD, and are connected to inadequate brain function or activity (see Table 
2.1).  These main, or primary symptoms may combine however, resulting in 
more complex behaviours and symptoms. 
 
 
? Inattention 
 
Diagram 2.6 (66) shows the differences between the brain activity of ADHD-
diagnosed children (3 & 4) and that of non-ADHD-diagnosed children (1 & 2).  
The red coloured areas denote high Theta and Alpha activity, i.e. Theta 
waves are associated with drowsiness and Alpha waves with inactivity.  Both 
these aspects are related to inattentiveness in ADHD-diagnosed individuals. 
 
Many children diagnosed with ADHD are often also diagnosed with other co-
morbid disorders (see 2.8), the symptoms of which often overlap.  One such 
symptom is that of inattention.  Poor filtering of incoming sensory impulses 
often results in distractibility (Mash & Wolfe, 2005).   Rief (2005:4) refers to 
inattention as the inability to concentrate by being easily distracted by 
extraneous stimuli, such as sounds, sights and movements in their 
environment. 
 
This imbalance in the brain’s filtering system, which consists of the various 
areas of the brain where information circulates until it is committed to long-
term memory  (see Diagram 2.3 & Diagram 2.9), results in careless mistakes, 
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poor planning ability and organisational skills, and results in children 
diagnosed with ADHD appearing oblivious to their surroundings (Barkley, 
2005:65-76; Low, 1999:254).   
 
 
  
 
Diagram 2.9:  The brain’s filtering system is made up of 
areas of the brain that may be affected by 
ADHD (Internet Library, September 2006). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
These children’s inability to complete tasks, their tendency to waste time and 
appear distracted throughout much of the day are other aspects of this 
deficiency (Dykman & Ackerman, 1993:132).  ADHD-diagnosed children 
appear unable to self-regulate their impulses as easily as their non-ADHD-
diagnosed piers are able to do. 
 
? Hyperactivity/impulsivity 
 
Outgoing physical responses or impulsivity and outgoing emotional responses 
that may translate into hyperactivity-impulsivity are also hallmarks of the 
imbalance in the brain’s filtering system mentioned before (see Diagram 2.3), 
which consists of the loop between the thalamus, pre-frontal cortex and the 
basal ganglia (Cherkes-Julkowski, et al., 1997:27).  This area encompasses 
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the cerebral cortex, the frontal, parietal, occipital, and temporal lobes, the 
thalamus and hypothalamus, the corpus callosum and the cerebellum (see 
Diagram 2.9). 
 
ADHD’s behaviour is more active and impulsive than accepted general 
behaviour.  To illustrate this point, Barkley (2005:43) mentions a study that 
was published in 1983.  The children who took part in the study wore a special 
mechanical device that monitored activity and movement every day, all day 
for one week as they went about their normal daily activities.  It was found that 
the boys diagnosed with ADHD were significantly more active than the non-
diagnosed boys, regardless of the time of day, including weekends and while 
they were asleep.  The greatest differences between the groups of boys 
occurred in school situations (Porrino, Rapoport, Behar, Sceery, Ismond & 
Bunny, 1983: 681-687). 
 
The study also showed that ADHD-diagnosed children engaged in 
conversation more often than other non-ADHD-diagnosed children in their age 
group.  This study showed that the ADHD-diagnosed children chatted 
approximately 20% more, and for longer periods, with their mothers than non-
ADHD children, and that the mothers of ADHD-diagnosed children were more 
‘chatty’ than the mothers of non-diagnosed children.  The mothers’ response 
appeared to be a direct response to their children’s talkativeness.  This was 
proved to be correct when the ADHD-diagnosed children were medicated with 
Ritalin, which reduced their chattiness by 30%, which also reduced the 
speech levels of the mothers (Barkley, 2005:44). 
 
Another important aspect linked to hyperactivity/impulsivity is that this 
tendency makes ADHD-diagnosed children more prone to behaviour related 
accidents and injuries (Faigel, 1995:149).  Because children with this deficit 
have poor impulse control, they tend to ‘act-before-they-think’, blurting out 
answers out-of-turn, interrupting and intruding on others, making the forming 
of relationships difficult, as they are perceived to be untrustworthy and 
thoughtless (Cherkes-Julkowski, et al., 1997:11; Zental, 1993:147). 
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2.10.3 Underlying deficits 
 
As mentioned before, (see Primary Symptoms), imbalances in the brain’s 
information filtering system (Cherkes-Julkowski, et al., 1997:27) may be the 
reason why children diagnosed with ADHD cannot inhibit certain behaviours, 
stay motivated for very long, or remember rules very well.  However hard a 
researcher might try to pinpoint the cause, the complexity of interaction 
between the various components of the brain’s information filtering system, 
with all its variations, there are just too many and they are too complex to 
examine in isolation (Tannock, 1998:68). 
 
? Inability to inhibit behaviour  
 
This aspect is what Barkley (2005:45) calls hyper-responsive, meaning that 
much of the problem that ADHD-diagnosed children have with sustaining 
attention is also due to their poor inhibition control.  This hypothesis can be 
tested and explained more clearly when one observes a group of children at 
play, for instance.  The ADHD-diagnosed child in the group, will look up and 
around more often than the other non-ADHD-diagnosed children, and will 
immediately react to what he/she saw in that instance. 
 
The others may also have looked up, but didn’t react quite as quickly to the 
stimuli.  The urge to move and examine the new incoming stimuli was greater 
than the need to finish the task at hand, the latter’s urgency having been lost 
in the path of the new incoming visual information.  It is as if the functions of 
the impulse centres of the brain are switched around to ‘respond before 
evaluating’ the whole scenario (Schachar, Mota, Logan, Tannock & Klim, 
2000:234).   
 
It is what Levine (2002:190) calls the process of higher thinking (see Diagram 
2.10).  Deficiencies in one or more of these five key higher order thinking 
functions may cause the child to rely on rote memory, as is the case when 
children memorise a story by looking at the pictures in the storybook, and 
imitating past behaviour, instead of learning to do something correctly. 
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Diagram 2.10:  Higher Thinking (Levine, 2002) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This self-regulation ability is assumed to be part of the internal locus of control 
executive functions, which regulate human information processing and 
impulse control (Tannock, 1998:69).  Imbalances in this executive function 
system will result in symptoms such as distractibility, impulsivity, inappropriate 
emotional outbursts, and improper responses (Taylor, 1999:614).   
 
Steenkamp (2001:71) points out that inhibitory problems only occur in certain 
situations (Sonuga-Barke, Houlberg & Hall, 1994:1247) and that analysis of 
the situational context shows a sensitivity or aversion to delay or suppress the 
decision to respond, which implies a deviant cognitive style.  While this may 
appear true, it is not a true reflection of deficiencies in inhibition control, as 
there is a difference between style and strategy.  
 
Style, as in the style of cognition, may be a fixed part of the individual’s 
physiological make up, whereas strategies are learned ways of coping with a 
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task or situation (Riding & Rayner, 2005:11).  This may suggest that given the 
opportunity, as with distraction for instance, the child’s behaviour may reflect 
rote learning instead of thoughtful consideration. 
 
? Motivational deficits and reinforcement process inability 
 
ADHD-diagnosed children are not good self-motivators and often need 
incentives to motivate them, be that in the form of rewards or punishments.  
The problem with this tendency is that, often if the reward is not high enough, 
the child will opt for punishable behaviour instead, as they tend to weigh 
decision-making on personal outcome, rather than the consequences 
(Steenkamp, 2001:72).   
 
The beneficial effects of a reward will only become evident if that reward is 
administered continuously (Oosterlaan & Sergeant, 1998:162), but as soon as 
the child’s ‘currency’ goes up, i.e. if the child sees the gain as insignificant in 
relation to the difficulty of the task, the reward ceases to be effective.  Another 
aspect of reward/punishment effectiveness is that ADHD-diagnosed children 
respond better to immediate and frequent feedback, rather than long-term 
goals and rewards (Barkley, 2005:146). 
 
ADHD-diagnosed children may be demotivated if they perceive that the task 
to be performed requires too much effort.  This may be directly linked to the 
aspect of lack of organisation and time management skills (Rief, 2005:207).  
Children who have been diagnosed with ADHD are usually unable to break 
down a task into smaller, more manageable sections of work.  This may be 
due to their inattention deficit, their impulsivity, their hyperactivity or a 
combination of the three (Koziol & Stout, 1994:44). 
 
2.10.4 Symptomatic effects of situational and temperature 
variations 
 
As was mentioned previously, ADHD-diagnosed children are able to pay 
attention or sit still as long as the motivation to do so is attached to a 
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worthwhile reward (Koziol & Stout, 1994:57).  If there is a high motivational 
reason or situation, where the feedback is immediate and the reward matches 
the child’s ideal, then the child will be able to listen well, pay attention, behave 
appropriately and remember the details of the task (Sonna, 2005:158; Fachin, 
1996:440).  That is why a child diagnosed with ADHD can watch TV for long 
periods of time. In situations where the reward in a long-term goal and the 
feedback is not immediate, the child will revert back to typical ADHD-related 
behaviour (Sonna, 2005:74; Koziol & Stout, 1994:56).   
 
It is therefore safe to say that ADHD-diagnosed children’s behaviour is not 
only affected by extrinsic motivators, such as rewards and punishments, but 
also by environmental aspects concerning time, place (working area), 
atmospheric conditions (temperature and lighting) and social relationships, 
e.g. being liked by the teacher and/or peers (Rief, 2005:185; McKinney, et al., 
1993:126; McBurnette, et al., 1993:114; Du Paul & Barkley, 1992:178;  
Schachar, 1991:156). 
 
2.10.5 Secondary symptoms associated with ADHD 
 
Besides the characteristics and symptoms listed by the APA (2000; 1994), the 
following are some of the other common characteristics manifested by 
individuals who suffer from ADHD, that are noted by teachers more often and 
are cited in Rief (2005:3-21).  The child: 
 
• Displays a high degree of emotionality (temper outbursts, quick to 
anger, gets upset easily, irritable and moody); 
• is easily frustrated; 
• is overly reactive; 
• often displays aggressive behaviour; 
• is difficult to discipline; 
• cannot work toward long-term goals or payoffs (needs instant 
gratification); 
• has low self-esteem; 
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• has difficulty forming and maintaining friendships/relationships; 
• has poor fine motor skill development (poor handwriting, written 
expression and output); 
• is often sensitive to sound and is tactile defensive (overly sensitive to 
textures or touch); or 
• needs to touch every object in sight, constantly; 
• receives a great deal of negative attention/interaction from peers and 
adults; 
• suffers from language and/or communication problems (has difficulty 
sticking to the topic and/or with verbal fluency); 
• has great difficulty with transitions and changes in routine or     
• activities. 
 
In addition to the ADHD-related difficulties already mentioned in this 
document, there are other, equally problematic areas that affect the ADHD-
diagnosed individual, such as problems related to self-regulation inability or 
the effects of an external locus of control for instance.  These secondary 
symptoms come about as a result of irregularities in the information processes 
of the individual’s brain and are not due to just one aspect, but many (Rief, 
2005:115; Taylor, 1999:607; Sagvolden & Sergeant, 1998:1).  The following 
were thought to be relevant: 
 
? Self-regulation problems 
 
ADHD-diagnosed children are incapable of being self-starters.  Kopp 
(1982:199) says that these children cannot adapt to situations that have 
standards of conduct associated with them, and that they do not have “…the 
ability to comply with a request, to initiate and cease activities according to 
situational demands, to modulate the intensity, frequency and duration of 
verbal and motor acts in social and educational settings, to postpone acting 
upon a desired object or goal, and to generate socially approved behaviour in 
the absence of external monitors.” 
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Self-regulation, or self-control, includes the ability to delay gratification, the 
ability to make long-term goals and maintain the necessary course in order to 
achieve them.  It also includes the use of self-directed speech, which involves 
talking oneself through a thought process, thus slowing down impulsiveness 
(Barkley, 2005:46). 
 
Because behavioural inhibition facilitates self-regulatory behaviour, self-
regulatory abilities are often impaired in ADHD-diagnosed individuals, 
because self-regulatory functions do not have time to be activated (Schachar, 
Tannock & Logan, 1993:737).  This results in ADHD-diagnosed children 
having difficulty adjusting their impulses in time, obeying rules, instructions or 
behavioural standards (Silverman & Ragusa, 1992:416).  This is especially 
relevant when the task requires delayed gratification or problem-solving skills 
(Barkley, 1997:68). 
 
? External locus of control 
 
It is the individual’s generalised belief that outside factors, such as fate or 
other, more powerful people, over which he/she has no influence, control 
his/her achievements or setbacks (Byrne, 1991:511).  As a rule, young 
children’s feelings of external control become more internalised as they 
mature, but in ADHD-diagnosed children the feelings of external control may 
persist into adulthood (Westby & Cutler, 1994:62).   
 
ADHD-diagnosed children take longer to understand the relationship between 
action and consequence, than non-diagnosed children.  This may be a result 
of imbalances in the executive function system (Taylor, 1999:614; Tannock, 
1998:69), which slows down learning processes of cause and effect, (i.e. they 
may hear that if X happens then Y will result but, because this is not 
internalised, it cannot be remembered).  Until rules are internalised, the locus 
of control will remain external.   
 
Therefore an intervention programme, such as a supplementary Coping Skills 
Programme, should be introduced to help ADHD-diagnosed children to learn 
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to internalise what they are being taught (Gomes, 2004:126; Elliott, 1997:29; 
Milich, 1994:14). 
 
? Learning disabilities 
 
One of the main areas of difficulty for ADHD-diagnosed children is their 
academic performance.  Their inability to maintain sufficient attention, their 
impulsivity, and poor fine and gross motor skills, almost always affect their 
academic achievement negatively (Barkley, 2005:99; Saunders & Chambers, 
1996:335).  The academic grades and standardised test scores of ADHD-
diagnosed children tend to be lower than their non-ADHD-diagnosed peers, 
despite the fact that their IQ scores are equivalent (Barkley, 2005:99-100; 
Zentall, 1993:143). 
 
 
Although ADHD is not a learning disability in itself, it does interfere with the 
individual’s ability to learn and internalise new material.   As the temporal lobe 
(see Diagram 2.11) is the area responsible for memory, it is directly involved 
with the ADHD problems of mood stability, learning and internalising learned 
material (Lawlis, 2004:78; Rapport, et al., 1999:1169). 
 
ADHD-diagnosed children generally experience difficulties with mathematics, 
as their ability to compute is slower than that of their non-ADHD peers.  They 
also have problems with comprehension, and spelling, which may be due to 
low blood flow to the frontal lobes, inhibiting information processing (Lawlis, 
2004:80; Saunders & Chambers, 1996:337).  Another aspect that contributes 
to ADHD-diagnosed children’s inability to read and write adequately might be 
found in the fact that they often drift off in the middle of a lesson, thus missing 
some of the foundational information blocks they will need later (Faigel, 
1995:150). 
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Diagram 2.11: Areas of the brain directly responsible for 
learning (Internet Library, September 2006). 
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The poor academic record of ADHD-diagnosed children can also be linked 
with their distractibility (Davies & Witte, 2000:135) and the fact that they 
constantly lose their schoolbooks, are untidy workers, and fail to complete, or 
hand in, homework and assignments.  Working in groups is also problematic, 
due to these children’s distractibility and impulsivity (Cherkes-Julkowski, et al., 
1997:134; Saunders & Chambers, 1996:337).  This distracts ADHD-
diagnosed children from focusing and finishing a group task.  Often ADHD-
diagnosed children also have difficulty working independently, because of 
deficiencies in their brain’s executive function areas (see Diagram 2.11), i.e. 
the frontal lobes and the temporal areas (Pennington & Ozonoff, 1996:55). 
 
Time management and poor organisational skills are another two problematic 
areas for ADHD-diagnosed scholars.  These are the reasons why their 
homework and assignments are seldom completed (Stormont-Spurgin, 
1997:270).  The disorganisation, of both the work area and of study material, 
prevents systematic retrieval of information and prevents successful work 
 85
completion and time management, which in turn results in poor study habits 
and increases the probability of learning difficulties (Stormont-Spurgin, 
1997:272). 
 
? Social problems 
 
ADHD-diagnosed children’s problems are not only focused on the ‘now’ 
instances of life, but on the instances of all their ‘tomorrows’ i.e. their entire 
future.  ADHD is a ‘forever’ disorder.  Difficulties in social settings and with 
social relationships are a big part of the general ADHD picture.   ADHD-
diagnosed individuals do not relate well to their peers, and have difficulties 
with the formation and maintaining of relationships at most levels (Barkley, 
2005:105; Melnick & Hinshaw, 2000:73; Guevermont & Dumas, 1994:164). 
 
Barkley (2005:105) points out that the inattentive, disruptive, off-task, 
immature and often, provocative social behaviour of ADHD-diagnosed 
children appears to elicit controlling and directive behaviour from their peers.  
Also, even though they talk more, ADHD-diagnosed children are less likely to 
respond to their peers’ questions and verbal interactions.   Instead they have 
a tendency to act as negative social catalysts and provoke negative reactions 
from others (Barkley, 2005:105; Hinshaw, Zupan, Simmel, Nigg & Melnick, 
1997:880). 
 
ADHD-diagnosed children are less able than their peers, to share, make and 
keep promises and to cooperate in the mutual exchange of favours, a process 
known as reciprocity or social exchange (Leipold & Bundy, 2000:74).  Due to 
the fact that ADHD-diagnosed children are unable to learn and internalise new 
material, accurate reading is essential.  Verbal and non-verbal cues become 
confusing (Saunders & Chambers, 1996:335; Guevremont & Dumas, 
1994:164), causing these individuals to misunderstand social information and 
expectations.  Constant eliciting of negative feedback from peers and others 
results in feelings of low self-esteem that, added to constant scholastic 
failures and inadequate formation of social relations, may lead to antisocial 
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behaviour and substance abuse (Lakoff, 2000:151; Bowley & Walther, 
1992:39). 
 
These types of social problems and deficits are likely to persist into 
adolescence and adulthood, which will negatively affect the individual’s ability 
to gain employment and form lasting relationships (Guevremont & Dumas, 
1994:165).  However, according to Barkley (2005:210), once the ADHD-
diagnosed individual leaves home and becomes more independent, he/she 
learns new skills and new ways to cope with his/her new world.  As they 
mature, their locus of control shifts and becomes more internalised. 
 
? Emotional problems 
 
One of the biggest challenges for ADHD-diagnosed youngsters and their 
families is related to temper tantrums and anger.  Sonna (2005: 167-180) 
points out that it is important to guide and teach children how to deal with, and 
manage anger, frustration and temper.  Emotion is dealt with in the frontal 
lobes (Gomes, 2004:45; Lawlis, 2004:78), along with intellect, cognition and 
personality.  However, poor blood flow to this area affects ADHD-diagnosed 
children’s temperament, prevents them from paying attention to tasks, 
concentrate, make good decisions, plan ahead, learn and remember what 
was learned. 
 
A very appropriate example is the story of Phineas Gage (Morris, 1988:43-
44), a railroad foreman who accidentally shot himself with a tamping iron, 
which tore through his cheek and severely damaged both his frontal lobes 
(see Diagram 2.12).  Amazingly he walked himself to the doctor, and 
appeared to suffer no major physical impairments after the accident.  The only 
difference, those who knew him remarked upon, was that his personality 
changed completely and he went from being a good worker to being totally 
disinterested in his work, his friends and his family.  The accident completely 
changed who he had been. 
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Diagram 2.12: The skull of Phineas Gage, showing where the tamping iron 
passed through, damaging both front lobes (Internet Library, 
October 2006). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Likewise, poor emotional regulation in the frontal lobes of ADHD diagnosed 
children may result in explosive, unpredictable behaviour, which is often 
aggressive and oppositional.  They often overreact to minor inconveniences 
and may become extremely hyperactive in other situations (Saunders & 
Chambers, 1996:334).  The diversity of behaviour in this specific area is wide, 
depending on whether the child in question falls under the predominantly 
inattentive or the predominantly hyperactive/impulsive sub-type (Dykman, 
1993:136).  The hyperactive/impulsive sub-type has a tendency to show low 
levels of frustration when their goals are not met, having a tendency to focus 
more on the negative aspects of their experience than on the positive 
possibilities (Melnick & Hinshaw, 2000:83).   These children have a tendency 
to give up more easily, and become frustrated more often than their non-
ADHD diagnosed peers. 
 
Conversely, the flip side of this temper tantrum and anger tendency is that 
certain sub-types of ADHD also manifest extreme depression periods 
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(Barkley, 2005:92-93; Spencer, Biederman, Wozniak & Wilens, 2000:73).  
Such individuals tend to go from one bout of tantrum throwing to periods of 
crying and depression, when their expectations are not met to their 
satisfaction. 
 
? Conduct problems 
 
ADHD-diagnosed children, especially those diagnosed with 
hyperactivity/impulsivity, seem to have great difficulty adhering to rules and 
directions (Barkley, 2005:47; Fachin, 1996:437).  This often results in 
impatience on the part of parents and educators, and negative labelling of the 
children, who are often seen as naughty or disobedient (Oosthuizen, 
1995:14).  Due to the tendency for temper tantrums and anger, as mentioned 
before, such children are often perceived as aggressive and defiant (Dykman 
& Ackerman, 1993:137).   
 
Conduct disorders may occur independently of ADHD (Barkley, 2005:169; 
Lawlis, 2004:36; Sue et al., 1994:512), but may also occur together with 
ADHD and be co-related.  These may include aspects such as 
aggressiveness toward others, aggression towards animals, vandalism, theft, 
lying, truancy and general rule violations, which may lead to delinquent 
behaviour (Shaywitz & Shaywitz, 1993:232). 
 
? Speech and language developmental problems 
 
Barkley (2005:55) points out that most species use ‘language’ to 
communicate with others of their kind, but only humans develop the ability to 
verbally communicate with others.  The ability to talk to others, progresses to 
verbally communicating with themselves, as when children speak out loud 
when playing, this self-speech then evolves into ‘soft tones’ self-speech, to 
make sure that it is hard for others to hear, and then this self-talk becomes 
internalised into ‘mind talk’ or ‘internalised speech’, which later develops into 
thought patterns.   
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Diagram 2.13: The sequence of speech development:  (a) speaking to mom; (b) 
self-speech; (c) soft self-speech; (d) internalised speech 
(Internet Library, October 2006). 
(a) (b) (c) (d) 
These thought patterns become the individual’s ability to use language to 
control behaviour, known as rule-governed behaviour.  ADHD-diagnosed 
children appear to have deficient self-speech and rule-governed behaviour 
ability (Barkley, 2005:55).  Although they speak much more than other non-
ADHD-diagnosed children, their speech is less internalised or private and they 
seldom are able to wait their turn to speak.  They are less articulate when 
asked a direct question than when the question is asked to the class in 
general (Zentall, 1993:145). 
 
Levine (2002:98) points out that it is not easy for ADHD-diagnosed children to 
remember, because they do not listen adequately.  Short-term memory works 
by processing incoming information, and deciding whether to commit it to 
long-term memory or not.  In the case of an ADHD-diagnosed child this does 
not happen because, while information is coming in, they are either talking at 
the same time, or are focused out of the situation altogether.   
 
Processing of incoming information is the ability to attend to incoming 
information, and select what is important, while ignoring peripheral noise and 
visual information (Saunders & Chambers, 1996:338).  Children diagnosed 
with ADHD become distracted by sounds, such as talking, sights and other 
sensory messages that are unrelated to what they are supposed to be paying 
attention to (Zentall, 1993:144).   
 
Unless a message has elements that ADHD-diagnosed children consider 
important, they seem unable to attend to that message (Saunders & 
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Chambers, 1996:338).  They remember visual cues with greater ease than 
auditory cues (Zentall, 1993:145).   
 
? Sleep problems 
 
Wallace (1998:87) names the following aspects as the most commonly cited 
by parents of ADHD-diagnosed children, regarding sleep difficulties: 
 
• Difficulty getting to sleep; 
• significant problem remaining asleep, often waking feeling very 
insecure, unsettled and/or restless; 
• nightmare, night terrors, sleepwalking and other similar sleep 
problems; 
• disturbed sleep, but early waking; 
• awake at dawn, although was last to fall asleep; 
• difficulty in falling asleep, and chronically difficult to wake up in the 
morning, often being over-tired, irritable and fatigued. 
 
It has been suggested that chronic sleep difficulties, should be integrated into 
the assessment procedures, as they are thought to make behavioural 
problems, inattention and learning difficulties worse (Gruber, Sadeh & Raviv, 
2000:495-500; Corkum, Moldofsky, Hogg-Johnson, Humphries & Tannock, 
1999:1293).   Dyssomnias, sleep-related involuntary movements and 
breathing disorders, as well as sleepwalking and sleep terrors have also been 
studied (Corkum, et al., 1999:1286), but it was found that ADHD-diagnosed 
children did not differ greatly from their non-diagnosed peers in this respect 
(Corkum, et al., 1999:1292). 
 
? Visual-perceptual problems 
 
Steenkamp (2001:86) points out that children who have been diagnosed with 
ADHD do not differ greatly from their non-ADHD peers with regards to visual-
spatial ability.  What they appear to differ in is the processing of visual stimuli 
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(Pennington, 1996:64).  They are able to produce an end product that looks 
good, but which has been accomplished in a fragmented way due to gross 
disorganisation at the executive functioning level (Cherkes-Julkowski, et al., 
1997:140).  This lack of structure leaves the child unable to recall the visual 
task adequately (Cherkes-Julkowski, et al., 1997:141). 
 
? Working memory problems 
 
Barkley (2005:100), states that working memory is the ability to remember to 
do something that was previously learned, in another situation and at another 
time.  Children diagnosed with ADHD are unable to do this.  They cannot 
apply thoughtful strategies to their work, plan or organise their learning 
(Barkley, 2005:149).   
 
In a non-ADHD-diagnosed child, working memory and attention work 
together, i.e. attention transmits the correct amount of information to the 
working memory centre (Cherkes-Julkowski, et al., 1997:36-37).  In an ADHD-
diagnosed child’s case, too much information results in confusion and 
frustration, while insufficient, or inconsistent information, fragments and 
hinders the information processes (Barkley, 2005:149).   
 
ADHD diagnosed children typically have poor organisational and planning 
skills, due to their inadequate attentiveness.  As they progress through their 
schoolwork, this becomes problematic, due to the complexity and volume of 
the work (Westby & Cutler, 1994:63).  When working with memory related 
tasks, fragmentation inhibits task completion and complicates the correct 
organisation of tasks, causing the ADHD-diagnosed child to employ less 
efficient strategies, such as guessing, than other non-ADHD children. 
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2.11 TREATMENT METHODS FOR ADHD 
 
 
2.11.1 Physical and psychological treatment 
 
Before any kind of treatment may commence a Physician or a Psychologist 
may be called upon to determine the child’s general health, intellectual and 
academic abilities.  This is done by means of a general physical check-up, IQ 
and scholastic tests and projective testing, which enable the assessor to 
determine the child’s physical health, emotional status and world-view 
perception.  In cases where significant disruption has been experienced within 
a family, a Social Worker may also be called upon to advice the family 
(Cowan, 2002). 
 
In most cases only one or two of the above professionals are used at any one 
time, depending on the child’s need.  These professionals’ task is to rule out 
the possibility of other disorders so that treatment can be as efficient as 
possible.   Thereafter psychological treatment involves counselling of both the 
individual and his/her family (Parker, 1997-2001).  In most instances however, 
psychosocial intervention works best, i.e. where counselling and behaviour 
modification strategies are employed together to achieve a more holistic 
outcome (Barkley, 2005:142-144). 
 
2.11.2 Medical and pharmacological intervention 
 
ADHD is not curable, but it is treatable and manageable and the first step 
towards finding the right kind of solutions has to begin with proper diagnosis 
and assessment (Rief, 2005:14; Webb, et al., 2005:4).  Generally it is 
assumed, and this is supported by literature, that the best solution to ADHD 
difficulties is to be found in biochemical treatment (Low, 1999:253). 
 
Treating ADHD with medication has been successfully done for many years, 
and for many it has meant that their ability to focus, work and learn has been 
dramatically improved, while their hyperactivity has been visibly reduced 
(Faigel, 1995:151).  This has meant that the use of prescribed stimulant 
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medication has increased quite considerably (Lakoff, 2000:151; Sweeney, 
Forness, Kavale & Levitt, 1997:4).   
 
However, many have rated the use of stimulant medication for the treatment 
of ADHD and ADHD-related disorders as worrying and indiscriminate, which 
has caused widespread concern among parents, teachers and clinicians 
(Lakoff, 2000:151; Howell, Evans and Gardiner, 1997:58; Worrall, 1993:96).  
Some doctors recommend that children be taken off their medication now and 
then, to see if they still need it or whether they have learned to cope without it 
(Mehl-Madrona, 2005).    
 
Stimulant medication is the most widely used in the treatment of ADHD.  This 
type of medication affects neurotransmitters in the prefrontal cortex (Faigel, 
1995:151), increasing the blocking and re-up-taking of dopamine in the 
neurological synapses (Sagvolden & Sergeant, 1998:7; Arnett, Fischer and 
Newby, 1996:52).  It has been found that the use of stimulants increases 
attention span and improves academic performance (Fisher & Newby, 
1991:232; Gadow, 1991:842), however, only approximately 70% of all 
children treated respond positively to this type of treatment.  The other 30% 
show either no change or become worse when medicated in this way (Sue, et 
al., 1994:511).   
 
The following are among the most common medications used: 
 
• Methylphenidate (Ritalin)  
• sustained-release preparations (Ritalin-SR, Concerta, Metadate CD) 
• Adderall 
• Dextroamphetamine saccharate/Dextroamphetamine 
• Sulphate (Dexedrine) 
• Methamphetamine HCL (Desoxyn) 
• Pemoline (Cylert).   
(Dexedrine and Cylert are not available in South Africa). 
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These, when used with proper medical supervision and caution, are 
considered safe.  When misused, they can become addictive (Cowan, 2002).  
Methylphenidate (Ritalin) is the most popular and also the most controversial 
(Ballard & Bolan, 1997:857; Sweeney, et al., 1997:5).  Ritalin is believed by 
many people to be derived from the same family of drugs as cocaine and it 
has been suggested that it is the ‘gateway’ to later use, and possible abuse of 
other drugs.  However, there is no hard evidence that this is in fact true 
(Colvin, 2001:16; Degrandpre, 2000:177).   
 
Stimulant medications are the most popular, because they have an excellent 
short-term effect (Borgschatz, et al., 1999:516).  Immediate Release 
Methylphenidate is short acting and begins to work within 20-30 minutes after 
ingestion and its effects last between 2-4 hours, producing dramatic, positive 
changes (Swanson, McBurnett, Wigal, Pfiffner, Lerner, Williams, Christian, 
Tamm, Willcutt, Crowley, Clevenger, Khouzam, Woo, Crinella & Fischer, 
1993:155).  Slow Release Methylphenidate takes effect 1-1½ hours after 
ingestion and its effect lasts up to 8 hours.  The type of Methylphenidate 
chosen will depend on the individual needs of the child, the child’s physical 
mass and the child’s age (Hallowell & Ratey, 1995:238).   
 
When the medication wears off there may be signs of over-agitation and/or 
anxiety, which some experts say are the results of withdrawal, while others 
maintain that this merely proves that the child needs the medication (Barkley, 
2005:279-280).  Children who are known to suffer from seizures or who are 
taking other medicine should not take Methylphenidate, as it has been 
established that it inhibits the metabolism of Coumarin Anticoagulants and 
Anticonvulsants (Brown, 2000:200).  Methylphenidate may cause 
nervousness, insomnia and loss of appetite in some individuals, but adjusting 
the dosage of the medication can control this aspect (Daniels & Daniels, 
2002; Ballard & Bolan, 1997:861). 
 
The September issue of Newsweek (2003) cites a comprehensive article 
explaining the various options and varieties of medication available to suit the 
different needs of all types of ADHD patients.  The study was carried out at 
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Harvard Medical School and written by Schonwald and Rappaport (2003), and 
reads as follows: 
 
“Attention-Deficit Hyperactivity Disorder isn’t just about rambunctious 
boys wreaking havoc in the back of first-grade classrooms.  AD/HD 
also may affect quiet, daydreaming girls and adults of both sexes.  
The distractibility and restlessness caused by this condition can 
interfere with learning and derail jobs and relationships.  But the 
symptoms of AD/HD are treatable.  Doctors discovered during the 
1930s that Benzedrine (an amphetamine) helped improve the 
behaviour of Hyperactive kids. Studies have since shown that other 
amphetamine stimulants (Drexedrine and Adderall) and 
methylphenidate (Ritalin) can work equally well. The biggest problem 
with these medications was their lack of flexibility.  In their original 
forms, the stimulants required repeated dosing during the day and 
didn’t provide smooth, continuous effects.  But the range of options 
has expanded over the past five years”  (Schonwald & Rappaport, 
2003). 
          
Side effects, such as insomnia, decreased appetite, irritability, headache and 
stomachache are some of the discomforts being reported after the use of 
stimulants, although these side effects are minimal and rarely present 
themselves (Barkley, 2005:269-276; Ballard, et al., 1997:861).   Weight loss 
and weight gain are also a cause of concern (Borgschatz, et al., 1999:517). 
Goldstein and Hinerman (1988) point out that physicians should avoid this 
kind of treatment for individuals with a history of Tourette’s Syndrome, motor 
tics and anxiety, keeping in mind that reaction to any type of medication will 
depend on the individual who takes it, and that medication dosages must be 
supervised by a physician at all times (Howell & Ratey, 1997:59-60). 
 
Other drugs used in the treatment of ADHD symptoms include anti-
depressants, such as Imipramine HCL (Tofranil, Janimine), Venlafaxine, 
Moclobemide, anti-hypertensives, such as Clonidine (Catapres), and anti-
seizure medication, such as Tegretol (Brown, 2000:200).  These are usually 
prescribed when the patient is intolerant to, or shows no signs of 
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improvement, while on stimulants.  Non-Stimulants, such as Catapres, are 
usually helpful for ADHD-sufferers with co-morbid tic disorder or severe 
hyperactivity and/or aggression, as it has a sedative effect (Barkley, 
2005:277-290; Goldstein & Hinerman, 1988). 
 
2.11.3 Family therapy through counselling 
 
Some ADHD-diagnosed individuals require formal counselling to overcome 
their difficulties (MacGraw, 2005:15-29; Teeter, 1991:272).  Thus, family 
therapy is often one of the most helpful treatments, especially in cases where 
one, or both of the parents suffer from similar difficulties because of adult 
ADHD (Hallowell & Ratey, 1995:136).  In such cases having a neutral 
facilitator to help them focus is often the best solution (Fowler, 1999).   For 
children with ADHD, emotional and social support is of the utmost importance, 
because they may lack positive input of both daily experiences and 
relationships (Rief, 2005:84; Sonna, 2005:72), due to the fact that most 
people around them have a tendency to concentrate on their wrongdoings, 
rather than their positive achievements.   
 
Counselling, as a means of therapy for the family, is often a positive and 
useful way to help to build the child’s self-esteem and to establish healthy 
parent-child communication.  By guiding the parents in how best to identify the 
child’s strengths and talents and/or by giving true praise for accomplishments, 
showing the child how to apply natural strengths to overcome difficulties, 
helps to defuse tension in the home (Lawlis, 2004:249; Hallowell & Ratey, 
1995:144).  Another aspect that often helps the individual is to encourage 
him/her to take part in family group activities, showing the child how to focus 
less on winning or losing (Barkley, 2005:246-247; Rief, 2005:195-200; Sonna, 
2005:197-211), by showing them the value of playing well.   
 
Often, a good understanding of what ADHD really is and how it affects their 
lives, helps family members to understand that their difficulties are not due to 
the ADHD-diagnosed individual being ‘stupid, dumb, or bad’ (Lawlis, 
2004:209-210).  Professional therapy often helps to lessen the burden 
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children place on themselves and helps the family focus on important issues 
(Sonna, 2005:135-138; 259-260; Brammer, 1996:4-7).  It will help the family to 
learn how to negotiate terms and conditions by which family life can run more 
easily and with less stress (Hallowell & Ratey, 1995:236). 
 
ADHD often puts untold strain on the marriage and outside help is needed to 
clarify any areas of contention that might exist between the couple (Barkley, 
2005:120), such as financial problems.  At other times the parents feel guilty, 
especially about medicating their children and the effect that medication might 
have on them in the long term (Barkley, 2005:155).  Professional therapy is 
helpful for all the members of the family and can help each one see the 
problem from the perspective of their specific difficulties (Lawlis, 2004:224-
230; Fowler, 1990).  Knowing that there is a group of people who are there to 
support him/her gives rise to increased confidence in the child (Hallowell & 
Ratey, 1995:215). 
 
2.11.4 Family therapy through cognitive-behavioural treatment 
 
Cognitive-behavioural therapy involves examination and correct management 
of all the behaviours, ADHD and non-ADHD-related, that cause dissension in 
the family’s everyday interactions (MacGraw, 2005:64-81).  The nature of 
ADHD is such that much of the overt behaviour is unintentional, resulting from 
various aspects, such as the effects of ADHD.  These aspects include 
impaired frontal lobe function, the acquisition of bad habits on the child’s part, 
i.e. from observation of others’ behaviour, and of tolerance of such habits on 
the parents’ part.  When the latter happens parents become too permissive 
and inconsistent with discipline (Sonna, 2005:153-165).  Correcting such 
behaviour through cognitive-behavioural therapy would be helpful. 
 
“Attention Deficit Hyperactive Disorder in an impulse-control 
disorder, or dis-inhibition disorder, and AD/HD children need to be 
taught how to control themselves, how to decrease their impulsivity, 
how to solve problems, and how to stop and think before they act.  
They need to be taught skills to help them be more successful” 
(Cowan, 2002).    
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Using a cognitive-behavioural approach such as rational-emotive therapy 
(RET) for instance could be very helpful to the ADHD child and his/her family 
(Sue, et al., 1994:83), as it would increase the child’s self-esteem through 
positive reinforcement in the family.  Ellis (Dryden, 1993: 1-14) states that 
rational-emotive therapy (RET) assumes that certain events in an individual’s 
life may lead to dysfunctional behaviour and/or emotional disturbances, 
mainly due to the fact that the individual’s actions may be based on how 
he/she understands the said events.  Ellis calls this the ABC’s of human 
personality (Dryden, 1993: 25-27).  The family would also benefit, because 
cognitive-behavioural approaches help to clarify misunderstandings between 
family members. Cognitive-behavioural approaches provide guidelines 
regarding the treatment and management of ADHD, while teaching the whole 
family new and lasting coping skills (Rief, 2005:61; Whalen & Henker, 
1991:135).   
 
Cognitive-behavioural therapy makes use of a combination of behavioural 
techniques that, when used together consistently, will help to improve the 
child’s information processing, problem solving, communication, and impulse 
control (Levine, 2002:202; 234; Miranda & Presentación, 2000:169; Croeser, 
1998:74; Fiore, et al., 1993:166).  ADHD diagnosed children appear to have 
deficient self-speech and rule-governed behaviour ability (Barkley, 2005:55). 
Being taught to use self-talk and self-reinforcement during problematic times, 
such as in social situations, or to control aggression and manage anger, will 
help to build their social and scholastic ability and boost their self-esteem.  
The same will happen while working through cognitive tasks or schoolwork 
problems (Miranda & Presentación, 2000:179; Fiore, et al., 1993:166; Morris, 
1993:131). 
 
2.11.5 Behaviour modification methods   
 
Behaviour modification refers to the process by which an unacceptable 
behaviour is replaced by another more acceptable behaviour.  As behaviour, 
itself cannot be eradicated, either because it might be genetically pre-
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disposed or because it has become firmly engrained, it needs to be modified 
when it becomes unacceptable (Sonna, 2005:153). 
 
According to experts, behaviour modification, i.e. behaviour therapy, and 
classroom contingency management, are some of the most helpful tools in the 
treatment and management of children suffering from ADHD (Davies & Witte, 
2000:135; Whalen & Henker, 1991:126).  Used in conjunction with any of the 
other methods, behaviour modification can be reinforced both at home, at 
school and in social settings (Fiore, Becker & Nero, 1993:164), using rewards 
and punishments to strengthen or reduce behaviour.  Behaviour modification 
does not apply only to the ADHD child, but also to his/her siblings, parents 
and others involved in the daily life of the ADHD-diagnosed person (Neethling, 
Rutherford & Schoeman, 2005:32-37; Sonna, 2005:153-165). 
 
Children are too often and too readily slotted into categories and labelled as 
dysfunctional, learning disabled and ADHD, among others (Lawlis, 2004:55).  
Such labels result in ADHD-sufferers, particularly children, developing a 
perception of inability and hopelessness about themselves that often results in 
aggravated symptoms and drastic behaviour displays (Levine, 2002:327).  
Levine strongly suggests behaviour modification techniques that help children 
focus on their strengths and use them to overcome their difficulties.   
 
Whether or not the child is on medication therapy, behaviour modification is 
still very important and highly necessary.  Parents need to learn to respond to 
their ADHD-diagnosed children differently to the way they usually respond 
(Barkley, 2005:106-112).  Verbal praise helps to improve the ADHD-
diagnosed child’s performance, provided it is justified and done consistently 
(Oosterlaan & Sergeant, 1998:162).  The ADHD-diagnosed child’s tendency is 
to focus on reward, therefore a combination of rewards and punishments, 
known as response cost, will help to reduce impulsive behaviour tendencies 
(Fiore, et al., 1993:165). 
 
School and classroom situations can also be stressful to the ADHD-diagnosed 
child, but these too can be adjusted (Barkley, 2005:242-260; Rief, 2005:165; 
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Lawlis, 2004:262-263).  Behaviour modification in the school environment 
means that, ideally, classroom routines should be well structured, rules and 
expectations clearly defined (Rief, 2005:165; Everton; Emmer; Clements & 
Worstham, 1997).   The ADHD diagnosed child should be sitting as close to 
the teacher as possible (Wallace, 1998:192; Goldstein & Goldstein, 1995).   
 
Fowler (2002), in her briefing paper to the National Dissemination Center for 
Children with Disabilities (NICHCY), maintains that parents and teachers are 
well aware of the fact that ADHD causes markedly inappropriate behaviour, 
and that each separate inappropriate behaviour leads to different sets of 
problems. Children can be taught to behave appropriately (Sonna, 2005:153), 
and to adopt more positive ways to interact with those around them (Levine, 
2002:81).  By acquiring as much information as possible about behaviour and 
its relation to ADHD, parents, teachers and children can learn to avoid some 
of the problems they so often complain about, increase the child’s self-esteem 
and resolve some of the aspects of ADHD that have seemed impossible 
before (Rief, 2005:14).  Another way to encourage good behavioural habits is 
to use positive attention as reinforcement (Barkley, 2005:177), by praising the 
well-meant attempts and refocusing the failed attempts.   
                
2.11.6 Neurotherapy 
 
Steenkamp (2001:95) reports that neurotherapy is a fairly new approach in 
ADHD treatment.  Neurotherapy is an attempt to normalise ADHD brainwave 
responses to stimuli (Barabasz & Barabasz, 1996:14-17), which is regarded 
as an effective alternative to stimulant medication.  The electroencephalogram 
or EEG records, brain waves and is used to pinpoint states of consciousness 
or awareness.  Various states of attention are distinguished by means of 
frequency bands (see Diagrams 2.6, & 2.8), which show characteristic 
patterns (Pope & Bogart, 1996:43).  Ranges are measured in Beta (13-22Hz), 
Alpha (8-13Hz) and Theta (4-8Hz) wave lengths, with Beta representing 
vigilant states, Alpha representing mentally busy states and Theta showing 
attention lapses with increased activity (Barabasz & Barabasz, 1996:14). 
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Neurotherapy is also known as EEG Biofeedback or Neurofeedback training, 
whereby the subject learns to pay attention to his/her own brainwave activity 
using high-speed computers, which provide both auditory and visual feedback 
(Pope & Bogart, 1996:47).  This allows the person to learn to change and 
control his/her brainwave activity.  This method of treatment is especially 
successful when coupled with a therapist’s help and has been known to be 
successful, not only for ADHD patients, but also for people suffering from 
head injuries as well (Barabasz & Barabasz, 1996:22).  The only drawback of 
this method of treatment is its cost, as it involves highly computerised 
equipment and trained therapists (Sonna, 2005:143-146; Mehl-Madrona, 
2000). 
 
2.11.7 Remedial treatment and psycho-educational management 
 
Remedial treatment involves adaptations to school and homework schedules, 
remedial teaching, occupational and speech therapy, where and when 
necessary. There are many examples where the teaching of coping strategies 
minimises the effects of ADHD, both at home and at school, for ADHD-
diagnosed children (Rief, 2005:57).  Psycho-educational management is an 
hybridised term that refers to the individual’s learning abilities in relation to 
his/her overt behaviour (Riding & Rayner, 2005:100).  This aspect will be dealt 
with in more detail in the next chapter, where it will be discussed under the 
section dealing with cognitive and learning styles. 
 
An occupational therapist or (OT), is often consulted to evaluate both fine and 
gross motor coordination and visual perceptual problems (Sonna, 2005:15), 
with the best results achieved when a therapist assesses children before the 
age of 7-8 years.  After this age children are normally helped to overcome 
their difficulties at school by a remedial teacher, who usually concentrates on 
the most important problem related to the child’s academic endeavours 
(Levine, 2002:186). Speech therapists help to identify linguistic and auditory 
perceptual disorders and/or difficulties, and assist in correcting these, as most 
learning difficulties are usually caused by faulty language skills (Rief, 
2005:233-239; Goldstein & Hineman, 1988). 
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Gurian (2001:19) maintains that there are recognizable learning differences in 
the brains of boys and girls, making certain tasks easy for the one, but difficult 
to execute by the other.  For instance, boys are better at 3-D perception than 
girls, and the latter are better at verbalizing than boys (Gurian, 2001:34).  In 
view of this then, the reason for differences in behaviour between ADHD-
diagnosed boys and girls becomes more apparent as ADHD affects different 
parts of the brain differently and because of the existing brain differences 
between sexes, their behaviour will automatically differ (Hines, 2004:214). 
 
According to Levine (2002:30) the mind has specific ways in which it learns.  If 
breaks occur in the internalizing of information during the foundation years of 
a child’s school learning, certain learning problems develop that will make the 
rest of that child’s learning processes difficult to internalize (Levine, 2002:83-
84).  It is at this point that remedial teaching and extra academic tuition come 
into play in order to help the child find out what step is missing, so that it can 
be replaced in order for learning to continue successfully (Levine, 2002:308).  
Recognizing the differences between learning styles of boys and girls, as well 
as differences in teaching styles of adults, helps to minimize learning 
difficulties (Riding & Rayner, 2005:74; Willis & Hodson, 1999:28). 
  
Levine (2002:30-38) says that, there are “approximately 30 trillion synapses or 
nerve linkages within the human brain - which allows for plenty of strong 
connections, disconnections and misconnections – a nearly endless 
combination of neurodevelopmental possibilities.”  All these 
neurodevelopmental functions can, however, be divided into eight 
manageable categories, which he calls the Neurodevelopmental Systems, 
consisting of the attention control, memory, language, spatial ordering, 
sequential ordering, motor system, higher thinking and social thinking systems 
(Levine, 2002:30).  When anything goes wrong with any part of these systems 
the child will experience difficulties in learning. 
 
By providing extra academic tuition for a child with learning problems, a well-
trained professional remedial teacher will discern from the presenting 
difficulties where the child’s learning weakness are and develop learning skills 
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that will help the child overcome these difficulties (Rief, 2005:75-85).  
Providing regular feedback on work progress can help attention control 
problems.  Teaching the child to ‘think aloud’ and to verbalize thought 
processes can minimize problem-solving difficulties.  With techniques such as 
these, teachers can accurately evaluate where the problems are likely to be 
found and the children will learn useful coping skills (Fiore, et al., 1993:168). 
 
2.11.8 Alternative forms of treatment intervention 
 
Other forms of treatment, know as alternative methods, may include diet 
adjustments, multivitamin and trace elements supplementation, homoeopathic 
medication and essential fatty acids supplementation.  These do not prevent 
the effects of ADHD, but their monitoring certainly goes a long way to helping 
minimize its effects (Sonna, 2005:30; D’Adamo, 2001:133; Wallace, 1998:87-
88). 
 
Dietary intervention is believed to help reduce the symptoms of ADHD, 
especially the element of hyperactivity (D’Adamo, 2001:133).  Although diet 
does not cause ADHD or its problematic behaviour, certain foods seem to 
predispose certain children towards hyperactivity and allergies (Sonna, 
2005:26).  This has been found to be true for non-ADHD-diagnosed children 
as well.  D’Adamo (2001:133) maintains that type O and type B blood group 
children are more prone to ADHD, due to imbalances in dopamine and high 
catecholamine levels, as well as tendencies for infections and allergies all of 
which are aggravated by the consumption of too much processed food, such 
as fast foods, and the lack of proper intake of minerals, vitamins and other 
essential nutrients.  Sonna (2005:25-40) mentions the same aspects, adding 
that over-refining of modern foods is beginning to cause reactions in the 
children’s behaviour and concentration levels, as over-refined foods lack the 
necessary amounts of minerals, vitamins and essential oils found in less-
refined foods. 
 
The same is believed to be true of multivitamins and trace elements.  Ingersoll 
and Goldstein (1993:116) maintains that the body naturally needs a certain 
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amount of these in order to function at its optimum, and that a deficiency of 
certain chemicals in the body may cause various symptoms to be more salient 
in an individual already suffering from ADHD and/or other illnesses. In some 
cases, if their diets are adjusted and carefully monitored, improvements in the 
schoolwork, mood and behaviour are noticed (Sonna, 2005:41).  Even though 
many studies have been carried out in this area, experts still argue that not 
enough conclusive evidence has been gathered to prove that diet is indeed 
one of the treatments that will work to alleviate the effects of ADHD, even 
though parents and other child minders are reporting dramatic changes daily. 
 
Another controversial form of treatment is Homoeopathic medication, which is 
slow working and should be used as a preventative, rather than a remedy, as 
its results are felt over a longer period of time (Sonna, 2005:147-151).  This 
aspect makes Homoeopathic medication less popular with parents who are 
looking for quick results and immediate relief (Barkley, 2005:269-297).   
 
Essential fatty acids or (EFAs), such as evening primrose oil, salmon, tuna, 
molluscs and shellfish, supply an enzyme that is believed to be essential to 
the wellbeing of ADHD diagnosed children and children in general (Sonna, 
2005:39-41).  EFAs are not generated in the body, but must be consumed 
every day through diet.  Children with a history of allergies and excessive 
drinking of water and other liquids may benefit from this mode of treatment. 
 
ADHD diagnosed children who have visual-perception problems, such as 
difficulty in reading white chalk writing on a green board for instance, may be 
helped by having coloured spectacles made by their eye specialist 
(Stubberfield, Wray & Parry, 1999:451).  
 
2.11.9 Management of ADHD 
 
Many believe that medication alone is sufficient to help the ADHD-affected 
individual overcome his/her difficulties (Low, 1999:253). Others believe that 
ADHD does not really exist and that a behaviour modification approach alone 
is sufficient and the right way to solve the problem (Davies & Witte, 
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2000:135).  Still others believe that the effects of ADHD are the result of too 
much indulgence on the part of parents who do not know how to parent a 
child, and who are too permissive in their disciplinary methods (Oosterlaan & 
Sergeant, 1998:162).  Others, on the other hand, believe that mysticism will 
help these ‘Indigo children’ find their bearings (Mehl-Madrona, 2005; 
Wheathers, 1998).   
 
ADHD, unlike many other medical conditions, cannot be cured, but can be 
managed (Goldstein & Goldstein, 1990:213).  There are many ways in which 
the various types of ADHD diagnosed children can be helped and taught to 
cope, such as more appropriate class settings and one-on-one teaching 
methods by individual tutors, for instance (Greenhill, 1991:268).   
 
The management of ADHD, usually follows after a thorough and complete 
physical check-up and diagnosis, which generally consists of medical 
intervention, behaviour modification and/or remedial teaching, counselling and 
school/work accommodations and adaptations, such as adjustment of school 
settings, more consistent home routines, and social skills training 
(Guevremont & Dumas, 1994:164; Greenhill, 1991:268; Teeter, 1991:275).  
Each individual differs from the next, and may react to circumstances and to 
what they eat, drink and experience differently.   For this reason, it has been 
found that a combination of methods seems to work best and brings about the 
most satisfactory and positive results (Wallace, 1998:228). 
 
Treatment requires teamwork on the part of all involved and includes parent 
training and participation.  Individualised intervention programmes should be 
designed and implemented to address specific problems and difficulties 
resulting from ADHD (Borgschatz, Frankenberger & Eder, 1999:520; 
Stormont, et al., 1999:373).  Parental support in any form of treatment is 
essential and positive reinforcement is crucial for successful outcomes (Rief, 
2005:41; Sonna, 2005:72; Hallowell & Ratey, 1995:98).   
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2.12 PROGNOSIS 
 
The prognosis for ADHD seems to depend on whether or not other disruptive 
disorders are present (Sue, et al., 1994:510).  The APA (2000; 1994) do not 
mention a prognosis for ADHD, which might be due to the fact that there are 
so many factors that affect its outcome.  However, one thing becomes 
apparent when all the various aspects are taken into consideration and that is 
that ADHD cannot be cured (Goldstein & Goldstein, 1990:213), neither does it 
go away when affected individuals mature, but it is treatable and manageable 
and thus, can be successfully controlled (Rief, 2005:119-136). 
 
2.13 THE ROLE OF THE PARENT 
 
Parents of ADHD-diagnosed children play an important role in helping their 
children to learn appropriate coping skills necessary for successful behaviour 
modification.  This can be done by providing structure, by making their 
expectations clear, stating facts in a clear, concise way and by ensuring that 
tasks become a part of the daily routine whenever possible (Rief, 2005:29).  
Children diagnosed with ADHD prefer to have things plotted out and routinely 
set.  Structure provides security and makes task performance seem easier 
(Rief, 2005:223; Hallowell & Ratey, 1995:20).  Using wall planners and 
diaries, for instance, provides visual organisation for their work schedule.   
 
The home environment should also be structured to be as supportive as 
possible to both the child and those with whom he/she is in daily contact.  At 
home, routines can be useful in helping the ADHD-diagnosed child find order 
(Neethling, et al., 2005:22-33).  Household and family rules should be set out 
clearly and be consistently carried out (Sonna, 2005:236-238).  Routines 
should be predictable and sudden changes avoided (Wallace, 1998:174-175). 
Where chores and household tasks have to be carried out by the ADHD child, 
responsibilities should be well defined and tasks broken down into small steps 
that easily follow each other (Barkley, 2005:176-178).   
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The home’s study area should be a comfortable, quiet area, free of 
distractions.  Some ADHD-diagnosed children find it easier to work to very 
soft background music, without lyrics (Neethling, et al., 2005:48-55; Rief, 
2005:432; 428).  Study time should be carefully planned, with a set routine for 
every task to be carried out (Rief, 2005:186-189).   
 
Family holidays and outings should be reviewed with the child and any 
changes in the planned routine carefully clarified beforehand, in order to avoid 
stressful situations from developing.  ADHD-diagnosed children do not handle 
sudden changes in routine very well (Wallace, 1998:184). 
 
Levine (2002:329) believes that once children understand why certain things 
happen, they are better able to cope with the process of getting around that 
problem, by using strategies that work at other times for other aspects.  When 
they become inattentive, distracted or suddenly being unable to read a word 
or do a sum, a child who may be strong at mathematics, but weak at reading, 
may be able to use similar strategies for reading to those he/she uses when 
doing mathematics, if taught to do so by using behaviour modification 
strategies.  Being able to cope better, may, in time, lessen the mental block 
developed towards a difficult subject (Levine, 2002:283).  A child will be more 
likely to develop a ‘liking’ for tasks he/she does well at and a strong ‘aversion’ 
for those that are found to be difficult (Levine 2002:29).  It is therefore logical, 
to minimize the stressful situations that exist when doing certain subjects, by 
bringing in work strategies with which the child feels comfortable (Levine, 
2002:35). 
 
 
Children are taught what they should do, but few are 
helped in the discovery of what they can do. 
                              Marti Eicholz (Willis & Hodson, 1999:10) 
 
Showing children the rules that have to be followed, and making the 
consequences of failing to do so quite clear to them, works really well with 
small children and with those who find it difficult to write (Fowler, 1999).  This 
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can be done by having them repeat instructions back to the parent, or by 
writing the instruction down and asking the child to acknowledge it either by 
writing his/her name next to the instruction or by sticking a token, a little 
sticker for instance, next to the instruction  (Wallace, 1998:30-31; Barkley, 
2005:88).  This provides good communication and negotiation skills, as well 
as productive conflict resolution (Wallace, 1998:38), and may also alleviate 
the stress that is caused by ADHD in the average home, while improving the 
individual’s and his family’s quality of life. 
 
 
2.14 CONCLUSION 
 
This chapter was an attempt at presenting a theoretical perspective on the 
complexity of ADHD.  It is clear that this disorder has a tremendous impact on 
the ADHD-diagnosed individual, his/her family and all other aspects of his/her 
life.  The many ramifications of ADHD’s etiology make it a multidimensional 
disorder that is difficult to treat and understand.  Its many facets, which are 
represented in the diversity of the individuals who have been diagnosed with 
ADHD, are as diverse as the individuals themselves. 
 
In this chapter an attempt was made to clarify some of the concepts being 
used by experts presently, to explain the essence of ADHD, although to date, 
literature has failed to agree on what essential deficits successfully represent 
its real meaning.  While all of the studies and literature on the subject help in 
the better understanding of the disorder, much study is still needed in this field 
in order to clearly define ADHD.  A brief look was taken at the historical 
conceptualization of ADHD and its prevalence, as well as the role played by 
aspects of culture and economy, as well as the effects of gender ratios and 
gender differences.  Also examined were the aspects of familial 
psychopathology, ADHD developmental risk factors and aspects that may 
influence and impact ADHD-related behaviour. 
 
The various ADHD assessment methods were considered and strategies for 
intervention were explored.  The theoretical aetiological perspectives of ADHD 
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were also investigated in a holistic, albeit brief manner.  The chapter also 
probed the manifestations of ADHD, its developmental course, primary and 
secondary symptoms and underlying deficits.  The various co-morbid 
disorders associated with ADHD were also briefly discussed, as was its future 
prognosis. 
 
Various treatment methods were expounded upon, especially in view of the 
fact that the main focus of treatment is on the aspect of pharmacology, while 
little attention is being paid to the fact that ADHD can be successfully 
managed behaviourally.  Thus, regarding this aspect, the role of the parents in 
the treatment and management of ADHD was discussed and the need to use 
a supplementary coping skills programme to help those affected by ADHD, 
was mentioned.   
 
In view of the importance of further investigations regarding ADHD-related 
difficulties, management, coping and adjustment, the next chapter will focus 
on the implemented supplementary Coping Skills Programme that may serve 
as an added form of support for families of ADHD-diagnosed individuals. 
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CHAPTER THREE 
AN OVERVIEW OF CHILD REARING AND LEARNING STYLES AND THE 
USE OF A SUPPLEMENTARY COPING SKILLS PROGRAMME IN THE 
MANAGEMENT OF ADHD-RELATED BEHAVIOUR 
 
 
3.1 INTRODUCTION 
 
It is every parent’s dream that their children develop into responsible adults.  
For parents with ADHD-diagnosed children, however, this dream seems to be 
less accessible.  This may be due to the fact that many parents have given 
their power and right to make decisions regarding their children’s well-being 
into the hands of those whom they perceive to be better equipped to deal with 
their child’s difficulties (Lawlis, 2004:21).  Parents ought to become more 
adequately empowered with better knowledge of ADHD-related issues, 
available therapies and management of ADHD-related behaviour.  Having this 
kind of knowledge might provide them with the right tools with which to 
manage their ADHD-related difficulties.   
 
In order to evaluate the value of a supplementary Coping Skills Programme of 
behaviour modification, as an adequate tool to be used by parents of ADHD-
diagnosed children, this chapter begins by examining the challenges of 
ADHD-related parenting.  The importance and influence of the family, as a 
stable unit, one of the most crucial aspects affecting the behaviour of both 
children and adults today, are discussed next.  To this end therefore, aspects 
such as family types, child rearing styles, family dynamics, familial stability, as 
well as the significance of whole, nuclear and extended family units, 
characteristics also mentioned by Pretorius (1998:9), will also be examined in 
this chapter.    
 
Cognitive styles and learning characteristics and strategies are briefly 
addressed.  Behaviour and all its ramifications are analysed, while the aspect 
of behaviour modification and its importance in the management of ADHD-
related behaviour, is elaborated upon.  McGraw (2005:82), Lawlis (2004:25) 
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and Le Roux (1992: 27) suggest these aspects, among others, as important in 
behaviour modification.  Thus, behaviour modification in the management of 
ADHD-related behaviour is discussed with relevance to aspects such as the 
impact of behaviour on the self and behaviour modification as a form of 
behaviour management.  The need for a programme of behaviour 
modification is elaborated upon, specifically regarding its usefulness as a 
supplementary and helpful tool for parents to use in the management of 
ADHD-related behaviour.  Teamwork and feedback are two other important 
aspects discussed in this chapter.  The structure of the coping skills 
programme and the strategies employed in its application are discussed, as is 
the importance of periodical adjustments and follow-up phases.   
 
By finding the correct strategies with which to manage ADHD-related 
difficulties and problematic situations that may arise, parents become 
empowered and children regain their self-confidence, as mentioned by 
Barkley (2005:167-171), Sonna (2005:153-165), Lawlis (2004:21) and 
Wallace (1998:21-35).  To this end this chapter will begin by looking at the 
challenges faced by parents of children diagnosed with ADHD and the 
difficulties these children encounter every day. 
 
3.2 THE CALLENGES OF ADHD-RELATED PARENTING 
 
Parenting can be a challenge to most couples, but in the case of parents with 
ADHD diagnosed children, the challenging issues are that much more difficult 
to deal with.  McGraw (2005:139) points out that parents need to define what 
they understand by the term ‘successful children’.  In McGraw’s view, success 
should be measured in terms of specific goals, clear objectives and plans for 
attaining them.  Parents can teach their children how to go about setting 
achievable personal goals (McGraw, 2005:153).  These should be set within 
the goals set for them by their parents.  Furthermore, parents can help by 
putting into action a plan to enable their children to attain those goals. 
 
Using the child’s natural and unique aptitudes, dreams and needs, parents 
should encourage their children to learn to be responsible, productive citizens, 
 112
who are able to work with others harmoniously.  Children should also be 
taught how to form lasting relationships, built on trust and intimacy and a 
willingness to listen, not just hearing (McGraw, 2005:149-152).  Parenting the 
ADHD-diagnosed child necessitates that parents examine the natural ability 
that lie within their children for guidance, even if these abilities are different 
from the parent’s own personal interests.  No two children are the same or 
have the same aptitudes and interests (McGraw, 2005: 152).  Parents often 
admire the creativity and inventiveness of other people’s children, but they 
seldom encourage their own children to try carrying out a task in a different 
way (Sonna, 2005:71).  Children need to be taught the value of attempting to 
do something, even if they fail, because to try is to learn how to do something, 
or how not to do it in future. In this learning lies the ultimate success. 
 
The family is therefore, one of the most important institutions of child rearing 
in any society.  For this reason it would appear as if the nuclear family would 
be the only necessary catalyst needed in the treatment and management of 
ADHD-related issues.  Unfortunately, this is not so.  With today’s relationship 
trends and familial difficulties, endemic to modern society, it's not easy to 
know whether one’s actions and decisions regarding issues such as ADHD, 
are sufficient or even the right ones.  For this reason, establishing a support 
system to help the family deal with ADHD-related issues, i.e. taking part in 
behaviour management programmes, talking to other parents or joining parent 
support groups is often helpful (Barkley, 2005:245; Wallace, 1998:236).   
 
3.2.1 Family types 
 
Sociology scholars refer to the family in terms of specific characteristics, the 
use of which helps in the classification of family types, as no two families are 
ever the same.  Pretorius (1998:49) mentions six such types, but in examining 
these, one needs to question what their influence might be on ADHD-related 
behaviour.  The following is a brief description of each: 
 
• The patriarchal family is one in which the husband, or father, is the 
absolute ruler.  Although the family is a productive unit, it remains 
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completely closed within itself.  This type of family is still found in many 
rural areas in both South Africa and Europe. 
 
The affect of this type of family on ADHD-related behaviour is one that 
could be filled with conflict between the child and the authoritarian 
parent and ultimately between the couple themselves (Le Roux, 
1992:29). In a case where the father is the authoritarian parent, the 
mother’s parenting style will very likely be passive or permissive, in 
order to cope with daily situations.  In such cases, when the 
authoritarian parent fails to control the child to his satisfaction, there 
could be a tendency to blame the other parent and thus attempt to 
regain control of the situation.  
 
According to the model provided by Angenent (1985:70-80), such 
parental dominance and intolerance is characterised by too much 
correctional interference.  In an attempt to gain for his child the social 
position the parent could not attain for himself, the parent attempts to 
control every aspect of the child’s life, often setting unattainable goals 
for the child.  In such cases the domineering parent’s communication 
with the child is usually a negative one-way fault finding monologue.  
Any attempts on the child’s part to explain the situation could result in 
further rebuke (Pretorius, 1998:49; Le Roux, 1992:29; Angenent, 
1985:70-80).  An ADHD-diagnosed child in such a situation will be 
more likely to develop rebellious, defiant behaviour as a coping 
mechanism in early adolescence, as this type of child rearing is not 
conducive to the building of self-confidence and initiative in an 
individual.  This is likely to become the ‘disharmonious’ family 
mentioned by Pretorius (1998:50). 
 
• The open family within a closed circle, town or neighbourhood is 
one where the neighbourhood plays the role of the ‘extended family’, 
with members of the community monitoring proper behaviour amongst 
one another.  This kind of family type is mainly found in the slum areas 
of a city, or in a closed town environment, which often resent ‘society at 
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large’.  This is the kind of parenting, referred to by Pretorius (1998:70) 
as cold, indifferent and permissive, based on the lack of supportive 
authoritative direction needed by every child.  This aspect may be 
described as follows: 
 
Generally this type of parent minimises the time and effort 
spent with their children.  These parents want to keep their 
children at a distance.  As such, the behaviours related to 
children’s long-range developmental status (for example 
establishing rules for doing homework) are not attended to by 
these parents.  Parents attend only to those behaviours 
necessary for children’s immediate survival (for example 
feeding).  However, these parents sometimes even neglect 
these basic survival responsibilities.  It has been reported that 
unresponsive-undemanding parents often abuse and neglect 
their children.  In short, these parents are not interested in 
their children.  What are the consequences of this type of 
parent for children?  Pro preschoolers, parent non-involvement 
was a good predictor of children’s aggression and 
disobedience.        
(Pelligrini, 1987:149) 
 
This type of family may be regarded as the worst possible setting for 
the ADHD-diagnosed child.  Pretorius (1998:49) refers to this sort of 
setting as the ‘neglected family’ unit.  In this kind of scenario, the 
ADHD-diagnosed child often goes undiagnosed and grows up in poor 
living conditions, with confused relationships among family members 
and individuals from the neighbourhood.  Given the ADHD tendency for 
poor self-regulation, such individuals may be more inclined to turn to 
deviancy as a coping mechanism, as their education goes vastly 
neglected.  In order to cope financially and emotionally, such 
individuals may develop a tendency to affiliate themselves to gangs as 
an effort to belong and be appreciated. 
 
Due to the fact that the neighbourhood plays the role of the extended 
family, and that the child’s own family unit is so vastly disorganised, the 
ADHD-diagnosed child, who often goes undiagnosed prior to law 
intervention, becomes confused regarding socially acceptable 
behaviour.  They often resent society at large and the law it upholds, 
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showing a general disregard for authority, and showing a tendency for 
aggression (Pretorius, 1998:49). 
 
• The closed family is one that focuses on keeping itself isolated from 
the noise and bustle of everyday life.  This type of family has a high 
moral tradition, with religion at its centre. They prefer to provide for 
their own entertainment, choosing hobbies such as needlework, or 
woodwork, that can be done at home, rather than competitive 
endeavours that require that they join an outside group.  The closed 
family type may be found among all social classes. 
 
As the members of this family group tend to be mainly dependent on 
each other for recreation, moral and spiritual support, their isolation 
often proves problematic in cases of adversity, such as when one of 
their members is diagnosed with ADHD (Pretorius, 1998:49).  Due to 
this high moral tradition, this type of family could have a tendency to try 
to rationalise their every problem and may attempt to deal with ADHD-
diagnosed child, rather than with the behaviour.  Parents may attempt 
to deal with hardship by becoming stricter in their rule setting and 
demands, which could result in child rearing errors, as mentioned by 
Pretorius (1998:370), due to their tendency for isolation.   
 
As this type of family has such a high moral and religious motivation 
(Pretorius, 1998:49), parents tend to become over-focussed on their 
religious understanding, which could develop into a tendency to 
spiritualise their plight assuming it to be, either Godly punishment or 
even demonic attack, due to some spiritual oversight or omission on 
their part.  An ADHD-diagnosed child raised in such a family, may grow 
up believing that they have brought their disorder upon themselves, 
because they were not able to be good enough.  These children could 
acquire a tendency to develop an attitude of helplessness and despair, 
as they may perceive their behaviour to have an external locus of 
control, beyond their own capability and understanding.   
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This type of family’s religious centeredness could prevent its members 
from seeking outside help, as it could be perceived as ungodly or 
lacking in faith, or even too shameful to speak of outside the home   
(Lauer, 1992: 538).   The ‘involved’ parenting style referred to in 
Pretorius (1998: 69), could be associated with this closed family 
parenting style, as this style is characterised by warmth and dominance 
as well as loss of autonomy.   
 
• The pseudo-family appears to be an upright, normal and stable 
family, but is fraught with conflict between husband and wife, the 
parents and their children in the privacy of their own home.  Such a 
family is in constant conflict regarding acceptable norms, but keep this 
aspect private within the family. 
 
This type of family tends to squabble about every aspect they come 
across, but do little to resolve their problems constructively.  This is 
usually the type of family situation where no one wants to take 
responsibility for anything and everyone blames everyone else.  
Pretorius (1998:375; 380) calls this family type, ‘unstable’ and 
disharmonious.   
 
In this type of family, the child, especially one who has been diagnosed 
with ADHD, could become unsure of him/herself, he/she could become 
fearful in their confusion, and eventually may begin to show signs of 
aggression and/or avoidance.  The ADHD-diagnosed child who finds 
him/herself in such a family may even become manipulative, playing 
one parent against the other in an attempt to gain something for 
him/herself in return.  
 
Due to the fact that to the outside world they show a happy façade – a 
fact that often robs them of the help they desperately need, because 
everyone is led to believe that theirs is the ideal family.  In such a 
family, the ADHD-diagnosed child may become the scapegoat for the 
rest of the family members’ ills.  As mentioned in Wallace (1998:31), 
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the development of consistency is important, but may be difficult in 
such cases, due to the heredity of ADHD.  Inconsistency and instability 
tend to become a vicious cycle in such family situations and a cold 
parenting style may become evident.  This parenting style may become 
destructive of the child’s self-esteem, self-image and self-confidence, 
as the parent tends to make inappropriate and unfair comparisons 
between siblings, excessively criticise and blame the child and may 
even resort to unnecessarily harsh, physical punishment (Pretorius, 
1998:63). 
 
• The hostel family members live their own individual lives, independent 
of one another, without intimacy or regard for each other.  In this type 
of family, the mother, or older sister, usually works hard, but their 
efforts go unnoticed for most of the time.  There is no interactive family 
life in this family structure and the father figure is often absent, leaving 
this family with no spiritual centre.   
 
This laissez-faire and ‘permissive’ family style has no adequate 
structure to deal with an ADHD-diagnosed child, whether the child has 
a hyperactive or apathetic tendency.  This inclination to allow the child 
too much freedom with little or no rules as guidelines, may lead to 
inappropriate or unacceptable behaviour (Pretorius, 1998: 65).  In this 
type of family, the female members, usually the grandmother or an 
aunt perhaps, do all the household tasks, and generally look after the 
smaller children.  The rules in this type of home are loose, inconsistent 
or non-existent and usually depend on the general mood of the rule 
implementer.  The male parent, when he forms part of such a family, is 
usually disconnected, absent and not usually very productive, i.e. he 
may spend more time out with friends than at home with his family.  
There is also a tendency for substance abuse in such families, which is 
often a contributor to ADHD-related problems and difficulties (Gomes, 
2004:43; Cowan, 2000; Mehl-Madrona, 2000). 
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This family usually functions with a general lack of discipline, guidance 
and moral fibre (Pretorius, 1998:371).  Children are basically allowed to 
explore at will, are permitted to speak their mind and generally make 
decisions regarding their activities.  As there is usually poor 
communication between the members of this type of family, children 
raised this way, especially those who suffer from ADHD or any of its 
co-related disorders, may develop a tendency for destructive 
behaviour, which may well be uncontrolled and uninhibited.  In their 
quest to be accepted, loved and appreciated, these children may 
become predisposed to developing objectionable relationships with 
members of their community, who may be operating outside the law.  
Such family structures could lack spiritual centeredness, as they tend 
to be deficient in conscientious regard for right and wrong according to 
the law, as they usually lack adequate parental role models. 
 
ADHD-behaviour studies carried out by Meyer (1998:186) among North 
Sotho children, revealed similarities to those of Western communities, 
given similar upbringing situations.  Other studies have produced 
similar results.  One such study was the research carried out by 
Fischer and Barkley (2006:229) on decision making and leisure activity 
choice, based on how the youngsters who took part, were raised.  
Another was the study done by Seipp and Johnston (2003:87) on the 
influence of opposite sex, parents’ interactions with their ADHD-
diagnosed children, i.e. in this case, the mother-son relationship.  A 
third study on a similar aspect was the study on family factors 
associated with ADHD-related behaviour done by Lange, Sheerin, 
Carr, Dooley, Barton, Marshall, Mulligan, Lawlor, Belton and Doyle 
(2005:76).  All these found evidence of a correlation between lack of 
consistent nurturance and a resultant outward show of adverse ADHD-
related behaviour, which is in line with Pretorius’ (1998: 49) description 
of the hostel family’s parenting style in which “everyone goes his own 
way.” 
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• The open family in an open society is one in which its members live 
an excellent family life, while enjoying full social integration.  This type 
family is open towards the society they live in and its members take 
part in activities in their place of work, study and worship.  Husband 
and wife see each other as equals and all members share the 
household responsibilities, more or less equally.   This family has a 
warm parenting style, where both parents are committed to the rearing 
of their children; they are affectionate towards the children and 
encourage their children in all their endeavours.  Parents who use this 
type of parenting style do not set unattainable goals for their children, 
praise their efforts and share in the work as well as in the fun 
(Pretorius, 1998:62).   
 
The open family type has the advantage of having all of society’s 
resources at its disposal whenever they encounter difficulties.  With 
regards to ADHD-related difficulties, this family has a tendency to seek 
help from all available avenues (Pretorius, 1998:49).  Husband and 
wife see each other as equals and all of the family members share the 
household chores, the responsibilities, the leisure and the work time.   
This interaction greatly benefits the ADHD-diagnosed child, as he/she 
learns how to be sociable within the security of the family unit.  This 
family unit is open towards the society they live in, are generally 
speaking law abiding, take part in activities in their place of work, study 
and worship, and form lasting relationships with their peers.  
 
3.2.2 Child rearing styles 
 
Child rearing is one of the most complex issues and its execution depends on 
a number of facets set out in Le Roux (1992:26) as follows: 
 
- The parent’s personality and the way in which it is adapted; 
- the child’s personality and how he/she reacts to the parent; 
- the parent’s child rearing style, which is defined by how the 
parent defines his/her parent/child relationship; 
 120
- the parent’s cultural value point of reference with regards to 
child rearing; 
- how each individual experiences his/her role as a parent; 
- how each individual experiences marital adjustment and how 
happy and fulfilled each feels within the marriage; 
- how comfortable the parents feel with regards to the number of 
children they have, the children’s sex, as well as their  
personality traits; 
- what the parents are willing to capitulate on with regards to time 
and finance; and 
- the reason why the couple decided to have children. 
 
Based on the above aspects, it is clear that no two children will be raised in 
the same manner, even within the same family unit and the child’s 
development is influenced by his/her experience of the way they were raised.   
Other studies done on this aspect of child rearing show that many varying 
aspects of home life affect the way children are raised (Gfroerer, Kern & 
Curlette, 2004; 379; Hemphill & Sanson, 2001:42). 
 
3.2.2.1 Angenent’s model 
 
The Dutch educationist Angenent’s two-dimensional model of child rearing 
illustrates how family type and child-rearing styles affect and influence the 
child’s personality development and outward behaviour.  Angenent’s work 
(1985: 75-87) provides a child-rearing model, or parenting style, which 
underscores two basic dimensions, namely warmth towards the child and a 
dominant child-rearing style.  These concepts refer to the emotional distance 
between parent and child (Le Roux, 1992:26).   These concepts are especially 
relevant when dealing with ADHD-related issues (Pretorius, 1998:61; Le 
Roux, 1992:26). 
 
According to Angenent’s (1985: 86) two-dimensional model, the dimension of 
warmth is represented as the horizontal distance between parent and child, 
and the dimension of dominance as the vertical distance between parent and 
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child (see Diagram 3.1).  Although dominance and warmth, with their 
opposites permissiveness and coldness, form the main configuration of this 
model, combinations of these form two other secondary configurations.  
Whereas the two main configurations tend to be rigid in nature, the two 
secondary configurations have a tendency to be more pliant and situation 
related, i.e. the child’s temperament may, in some instances illicit such 
behaviour from the parent without such a reaction being the constant norm 
(Hemphill & Sanson, 2001:42).   
 
 
 
Dominance   
 
 
 
 
 
 
 
 
 
 
 
 
Involvement  
Warmth  
Intolerance  
Coldness  
Indifference  Tolerance  
 
Permissiveness   
 
 
 Diagram 3.1: Angenent’s two-dimensional child rearing model (Pretorius, 1998:61). 
 
 
 
These eight child rearing or parenting styles, influence the personality 
development of the child, either towards being individualistic or rule abiding.  
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How a child develops, both emotionally and intellectually, depends on how the 
child understands, reacts and integrates the parent’s child rearing style with 
their own learning style, which is also influenced by the child’s natural 
temperament.   
 
As can be seen from the model presented above, no family type or rearing 
style can be said to be exactly right or wrong, due to the many aspects that 
influence the exact outcome of each.  However, even though every parent has 
a unique, dominant style of parenting, no style is necessarily permanent or 
fixed, as the same parent will exercise different styles according to the 
different natures of the children he/she has.  A well-adjusted parent will be 
able to adjust his/her parenting style to suit the child’s learning style, 
temperament and age.  It is in fact easier for the parent, as the adult, to do the 
adjusting (Hemphill & Sanson, 2001:42).   
 
These observations were confirmed by Skinner, Johnson and Snyder’s 
(2005:175-235) elucidative study of the way in which parents can support or 
undermine their children’s openness to socialisation.  They suggest that 
features other than the child rearing styles used by the parents, for example 
the child’s learning styles and ADHD-related issues and difficulties  (see point 
3.4), may also influence the child’s emotional and intellectual development.  
Such negative influences may be caused due to confusion and helplessness 
generated in the child, as a result of conflicting internal innate tendencies and 
external information received from the parents.  This aspect may also be true 
for self-regulation and competence, which are difficulties found to be present 
in ADHD-diagnosed children (Grolnick & Ryan, 1989:143). 
 
3.2.2.2 Other representations of child rearing or parenting styles 
 
There has been much written about child rearing or parenting styles.  Some 
authors, like McGraw (2005:82-93) and Sonna (2005:261) identify three main 
parenting styles namely, authoritarian, equalitarian and permissive as 
depicted below (see Diagram 3.2), while Lawlis (2004: 24-32) mention as 
many as five different styles, namely the teacher, the supporter, the moulder, 
 123
the guide, the dependent and the monarch.  As has been seen from the 
previous descriptions of ADHD-related behaviour, many aspects influence 
such behaviour; child-rearing and personality styles are equally influential in 
this aspect.  However, the type of child-rearing style and the child’s natural 
cognitive type and personality, do not always match perfectly and this may 
result in added difficulties. 
 
 
 
Passive 
child 
Cooperative  
child 
Rebellious  
child 
Permissive 
parent 
Authoritarian 
parent 
Equalitarian 
parent 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Diagram 3.2:  Parenting styles and child types.  Adapted from 
McGraw, (2005: 104). 
 
 
 
 
The authoritarian parenting style is, according to McGraw’s (2005: 104) 
description, extremely direct, decisive and structured, having characteristics 
such as being task-oriented, overly domineering, controlling and strict, it also 
has a tendency to be assertive, rigid and inflexible and to require extreme 
efficiency.  It allows no room for mistakes or oversights.  Sonna (2005:261) 
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adds that the authoritarian parenting approach was fashionable until 1955 and 
the permissive approach only became popular in the 1960s.  Sonna 
(2005:261) and McGraw (2005:94), agree that parents with this parenting 
style have a tendency to discipline in the same way they were disciplined.  
Authoritarian parents emphasise compliance, are rule oriented and prefer to 
execute tasks within time frames seeing misbehaviour as punishable 
disobedience.  
 
Le Roux (1992:29) refers to this parenting style as domineering and defines it 
as the parent’s tendency to want to rise above others by the use of excessive 
correction.  According to this viewpoint, parental help amounts to extreme 
domination of every situation, from homework to career choice and is 
common among closed, patriarchal family types.  This view of the 
authoritarian parenting approach is also mentioned by Pretorius (1998:68) 
who refers to this parenting style as intolerant, autocratic parenting based on 
negative communication, usually harmful to the self-worth of developing 
children.   
 
Pretorius (1998:52) differentiates between two types of authoritarian families.  
The defensively authoritarian family, who predominantly have an exaggerated 
perception of their family as a safe haven, protecting their children against the 
ills of society.  This family has a tendency to isolate their children from social 
influence to the point that such children, when they reach adulthood, are 
unable to function adequately socially.  The other type of authoritarian family 
mentioned by Pretorius is the aggressively authoritarian family.  This family 
type tends to be socially ambitious and the parents have the inclination to 
push their children toward social positions they themselves wish they could 
have attained.  A good example of the effects of this type of family can be 
found in the study done by Rosenfeld and Wise (2001:1-3).  This study 
focuses on the impact, on the lives of the children raised in such families, of 
what the researchers call ‘hyper-parenting’. 
 
Mussen, Conger, Kagan, and Huston (1983:78) describe the authoritarian 
parent as one who considers obedience, respect for authority and respect for 
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order as virtues that are punishable when not respected.  Mussen, et al. 
(1983: 30-40) further state that the authoritarian-autocratic parenting style is 
unbalanced in its demands, in that although it is generally understood that 
children have basic needs that the parents are obligated to fulfil, the children 
are expected to restrain their requests or mentioning of such needs.  Rules 
are set by the parent, without prior discussion and are expected to be obeyed 
without question. 
 
The equalitarian parenting style, in McGraw’s view (2005:82-95), is 
represented by parents who are supportive people, who think of the family 
unit as a team, where decision making is a joint effort, i.e. everyone 
contributes their efforts during both work and play and goals are set with 
everyone’s participation.  Ultimately, however, the parents make the final 
decisions based on all the information.  According to McGraw (2005:93), this 
family has the following basic characteristics: they are collaborative team 
players, who may try to avoid leadership; they share in the household 
responsibilities and are non-bossy, but tend to be undisciplined decision-
makers, often allowing too much freedom. Such parents may be reactive and 
manipulative and may tend to be ingratiating, but also inclined to be 
sympathetic, considerate and perceptive of their children’s needs. 
 
This corresponds, to a certain extent, with what Pretorius (1998: 53; 66) calls 
the democratic, tolerant parent.  He does not emphasise the same level of 
negativity within this family type, but his view of the positive characteristics is 
very similar.   This type of parenting style has clear expectations regarding 
their children’s behaviour and the outward show of parental trust promotes 
compliance from their children.  Although rules are firmly enforced, there is 
also a strong recognition of the children’s personal rights and the 
encouragement of their independence.  Such parents expect mature 
behaviour from their children, are issue-oriented and relate well to their 
children (Hamachek, 1987:228; Pelligrini, 1987: 149; Mussen, et al., 1983: 46; 
Karmel & Karmel, 1984: 301). 
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Sonna (2005:261) adds that, although parents who use this parenting style 
still make most of the decisions, they also take their children’s opinion into 
account, ask for their contribution and listen to their objections. Parents who 
use the equalitarian parenting style usually speak in the plural form ‘we’, 
which is generally an implied term.   
 
The permissive parenting style is the third style mentioned by McGraw 
(2005:97).  Here he points out that ‘permissive’, in this instance, is not 
necessarily synonymous of weak or irresponsible, but that it is instead, a style 
that allows the child to feel as if the idea was theirs in the first place, instead 
of feeling obligated or forced to do a task.  This sense of ownership becomes 
a source of motivation for the child.  It might take this parent longer to obtain 
the desired effect, but the end result is the same.  McGraw (2005:93) cites the 
following as the basic characteristics of permissive parents: they are 
accepting, agreeable and supportive.  They are assuring and respectful, but 
conforming, choosing to motivate from behind the scenes.  They push the 
child on self-goals; teaching the child to rely on internal structure, but tend to 
be too lenient and their efforts are often too time-consuming.   
 
Sonna (2005:263) adds that when children understand why rules are 
important and why they need to do what they are asked to do, both at school 
and at home, their behaviour sometimes improves.  The parent who uses this 
style encourages the child to think more effectively by asking thought 
provoking questions.  
 
Pretorius (1998:53; 65) also refers to the permissive family, yet he is less 
positive in this instance, saying that this type of parent allows their child too 
much freedom, with little or no rule system to guide the child and with little 
pressure concerning achievement even with regards to schoolwork.   
According to this view, theirs is usually a child-centered home where warm 
relationships lead to spoiling and where there is no demand for socially 
responsible behaviour (Hurlock, 1978:497). 
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McGraw (2005:104) describes the possible effects that each parenting style 
may have on children in general (see Diagram 3.2).  With regard to the effect 
that each of these family types may have on the behaviour of ADHD-
diagnosed children, one could infer that such effects might be even more 
pronounced, even dramatic in some instances, given the ADHD-diagnosed 
child’s need for boundaries, direction and acceptance.  According to the 
above models therefore, it would seem that ADHD-related behaviour 
management, might have the greatest success within the 
equalitarian/democratic parenting style home, as this style appears to 
promote the child’s cooperation. 
 
3.2.3 Family dynamics and ADHD-related behaviour 
 
The group dynamics that exists between the members of a family is one of the 
most important aspects of child rearing, as it impacts directly on behaviour.  
Pretorius (1998:42) refers to this as ‘family dynamics’.   It denotes, to a large 
extent, how the family faces and resolves their difficulties and how they relate 
to one another, how they communicate and how they interpret each other’s 
actions.  Children, even at a very young age, have a strong desire to please, 
help and do well.  When they think that they have failed, they try to detract 
attention from themselves, sometimes using less desirable behaviour (Gurian 
& Stevens, 2005:251; Rief, 2005:98; Wallace, 1998:145).  ADHD-diagnosed 
children are no different than any other child, their behaviour just tends to be 
more exaggerated and frequent than that of their peers.   
 
ADHD-influenced behaviour is not always desirable, but when the dynamics 
within the family is good and productive, with clear boundaries and exchange 
of ideas, the effects of ADHD-related behaviour become minimized to a great 
extent.  In a disconnected family, where the parents do not work together as a 
team and each has his/her own set of rules and requirements, children tend to 
become confused and disoriented and may tend to display haphazard 
behaviour.  This is especially true of ADHD-diagnosed children, who tend to 
require clear guidelines and rules to follow, as they have poor self-regulatory 
ability.  Children who have been diagnosed with ADHD need to have clarity, 
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consistency, tolerance and stability in their home life, as well as two parents 
working together towards the same goal. Therefore, the importance of 
teamwork among all those involved with the ADHD-diagnosed child needs to 
be emphasised (Gurian & Stevens, 2005:233; Lawlis, 2004:260; Levine, 
2002:303).    
 
Each family member needs to be made aware of how much the children in 
their home are capable of, given a little patience, flexibility and creativity, even 
those diagnosed with ADHD.   Allowing children to contribute into the day-to-
day running of the household activities, helps to build confidence and 
enthusiasm for tasks that they will have to carry out at other stages of their 
lives.   
 
A well-balanced, harmonious and whole family will greatly contribute to the 
ADHD, as well as other non-ADHD-diagnosed children’s learning process and 
development of an intrinsic sense of responsibility.  Children need to 
understand and believe that they are able and equipped to learn and carry out 
certain tasks and be responsible individuals (Pretorius, 1998:71; Le Roux, 
1992: 55).  These aspects help to fulfil the ADHD-diagnosed child’s need to 
feel useful, trusted and that his/her contribution, however small, is valuable to 
the whole.  Children need to learn that their help should be based on how they 
can contribute and not on what they can get out of it (Barkley, 2005:105).  
 
3.2.4 The influence of family stability on ADHD-related   
behaviour 
 
More important than any other value any family should strive for, should be 
stability in the home.  This promotes order and temperance in everyone’s 
behaviour, which tends to bring control of emotion to someone who has 
difficulties such as those experienced by the ADHD-diagnosed child.  This 
intransience may be achieved by creating routines within the day-to-day living.  
These can be in the form of family rituals, such as those shared in family 
devotions, or special celebrations for instance, or through stable 
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communication methods, and consistency of consequences resulting form 
actions taken.   
 
Home stability can be seen in something as insignificant as a consistent 
bedtime curfew.  No matter how it is experienced by the members of a family, 
a stable home environment provides any child, not just ADHD-diagnosed 
children, with the kind of calm backdrop conducive to learning how to become 
future productive members of a society (Arrindell, Perris, Denia, Van der 
Ende, Perris, Kokkevi, Anasagasti & Eisemann, 1988: 3-23).   
 
The opposite can also happen, should there be too much focus on attempting 
to attain out-of-reach goals, in order to provide the illusion of home stability. 
Parents who attempt to expose their children either to what they had, or try to 
provide them with opportunities they have missed out on, risk placing their 
children in situations where their self-confidence is put at risk, possibly 
resulting in instability in the family’s daily routine and dynamics, and perhaps 
causing insecurity, low self-esteem and despair in the children. 
 
Rosenfeld (2004:15) investigated the dangers and risks of overzealous and 
over-scheduled child rearing styles being used in developed countries.  They 
found this type of unrealistic parenting style to be detrimental to the emotional 
and psychological development of the children involved.  This study also 
showed that child-rearing styles involving constant scrutiny of the children 
could become damaging to the child’s self-esteem.  This was thought to be 
due to over-scheduling, which constantly places the children in situations 
where ‘out-of-reach-goals’ create frustration and despondency.   
 
A stable family unit has specific rules that are observed equally by all.  These 
house rules form the boundaries that are necessary guidelines for behaviour 
of all the members of that family and should be a contribution from all its 
members.  Each family member should be a part of the rule making process 
from an early age, so that compliance becomes a matter of principal, not just 
obedience (McGraw, 2005:139).  Allowing the child this kind of responsibility 
and involvement promotes the improvement of communication between the 
 130
child and the rest of the family, giving the child the freedom to develop a 
strong sense of duty and accountability.   
 
Also important is the fact that home stability is a delicate aspect of family life 
that needs to be adjusted periodically, as there could be a danger of 
complacency development, which could result in related problems.  This is 
especially true with regards to the ADHD-diagnosed child’s ranking within the 
family’s hierarchy.  It is important for the parents to be sensitive to the fact that 
each member of the family affects the home stability, in their own special way, 
contributing to its well being by their very existence within that family.  A good 
example of this would be that of older children leaving home to pursue their 
studies or work situations.  As changes like these happen, the stability of the 
home becomes unbalanced for a period of time, until new stability is obtained 
(Pretorius, 1998:42; 56). 
 
3.2.5  The importance of the nuclear and extended              
families 
 
How the nuclear family unit has digressed since the advent of Industrialisation 
has been well documented over the years  (Pretorius, 1998: 56).  Prior to that, 
the extended family provided the sort of network conducive to social control 
and the emotional security of the family.  Rules and modes of conduct 
established by the parents in the nuclear unit were reinforced, broadly 
speaking, by the extended family and there was strength in the unity of the 
whole (Pretorius, 1998: 56; Mook, 1986:25; Steyn, 1977:388).  The 
importance of both of these types of family units working together is still as 
important today as it was then, especially in families with ADHD-diagnosed 
members.  In these instances, all members benefit.  The parents benefit from 
the experiences of the older members as well as their physical help in difficult 
times.  The children benefit from the break in home routine, from the more 
relaxed manner of the older folk and from the exposure to simpler ways of 
performing tasks, which at times provides alternatives not thought of before. 
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Too often however, the more modern family unit is economically and socially 
vulnerable, and often emotionally weak.  This has great bearing on the effect 
such deprivation has on the behaviour of children with special needs, such as 
the ADHD-diagnosed child.  This fragmentation of the family over time, has 
resulted in a weakening of social laws, resulting in nonchalant and lax legal 
grey areas regarding what can presently be considered legally, to be the 
family unit (McGraw, 2005:15; Pretorius, 1998:56; Lauer, 1992:453).  This 
indicates the necessity of further research in this area, with a view to procure 
possible suggestions and/or solutions in this regard. 
 
3.3 COGNITIVE STYLES 
 
Related to the influence exerted on ADHD-related difficulties by the family, i.e. 
its type, the parental rearing style, the family’s dynamics and the importance 
of nuclear and extended family influence, is cognitive influence.  Cognitive 
elements relate to how the various family members comprehend one another 
and their world, which in turn helps to determine each individual’s worldview.  
This impacts on personal perceptions of the self, task performance, 
communication style and behaviour.  Riding and Rayner put it thus: 
 
People differ in many respects.  We are probably more 
aware of physical differences in appearance than we 
are of different styles of thinking and representing 
information.  Yet such differences in style greatly affect 
the way people are and the manner in which they 
behave. 
 (Riding & Rayner, 2005:1) 
 
Riding and Rayner (2005:1-5) observe that the term ‘style’ may be used in 
many different respects, from fashion to academics, but that in psychological 
terms, it is a construct that refers to the study of differences in behaviour and 
learning among individuals.  While it may have become overused, it 
nevertheless reflects the wide range of meaning and variety that one can 
attribute to the various ways of learning and understanding the world in which 
we live.  According to this point of view then, cognitive style encompasses the 
basic aspects of behaviour, because behaviour is based on understanding 
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and the reaction to that understanding, based on emotional affect or feeling 
(Monastra, Monastra, & George, 2002: 231-249; Sudesh, Hall, Wong, & Keys, 
1992: 371-378). 
 
3.3.1 Cognitive style dimensions 
 
According to Riding and Rayner (2005:9) there are two main dimensions of 
cognitive style: the wholist-analytic and the verbal-imagery dimension (see 
Diagram 3.3) below.  The wholist-analytic style dimension refers to an 
individual’s inclination to organize information into either wholes or parts.  The 
verbal-imagery style dimension refers to an individual’s tendency to represent 
information during thinking, either verbally or in mental pictures (Riding & 
Rayner, 2005:9).   
 
 
WHOLIST-ANALYTIC 
DIMENSION 
 
 
 
Analytic 
 
Verbaliser Imager 
 
 
 
 
 
VERBAL-IMAGERY 
DIMENSION 
 
 
 
 
Wholist  
 
Diagram 3.3: The two basic dimensions of cognitive style 
(Riding & Rayner, 2005:9).  
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The following table (3.1) is an example adapted from Riding and Rayner 
(2005: 3).  It describes four fictitious cognitive dimensions as a means of 
demonstrating what cognitive style dimensions mean: 
 
 
Table 3.1: Descriptions of four individuals (Riding & Rayner, 2005:3) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
John – socially he is friendly although restrained and moderately formal.  
He is organised and can get on with his things himself rather than needing 
help from others.  He is consistent, but the negative side of this will be an 
inclination to rigidity and stubbornness. 
 
He is structured in his approach to learning, and likes to lay ideas out in a 
structured form, with clear headings and paragraphs.  He has a good 
verbal memory, and is able to retain facts readily, particularly when 
presented in verbal form.  His preferred primary mode of expression is 
words rather than illustrations although he may like to set information out 
in tables. 
 
In relationships with strangers he is moderately formal, and prefers to 
keep some distance between himself and them.  In his work situation he 
tends to be structured, with him in control. 
 
Christine – socially she is restrained and formal.  At times she is socially 
unaware, and often shows a rather stern exterior, which does not reflect 
how she really feels.  She is organised and self-reliant, and tends to get 
on with things herself rather than seeking help. 
 (continued) 
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Her approach to learning is structured.  She learns best from diagrams 
and pictures rather than text.  She is concise in writing and speech.  In 
speaking, sometimes she can be hesitant, since words do not always 
come naturally, and she is not always fluent.  Her preferred mode of 
expression is typically in terms of illustrations and diagrams rather than 
words. 
 
Her relationship with strangers is formal, and she prefers to keep them at 
a distance.  In work she is structured, and prefers to be in control of 
situations.  However, her manner is typically interactive and she likes 
feedback from colleagues.  She prefers to work as one of a pair rather 
than in larger groups. 
 
Graham – socially he is informal, extraverted, and lively.  He prefers to be 
with people and enjoys group activity.  He is warm and open, and is easy 
to get on with.  He has a lot of go, although he can be changeable and 
may be unreliable. He can be too dependent on others for help. 
 
He has a good verbal memory and is able to retain facts readily, 
particularly when presented in verbal form.  He does not find diagrams 
and illustrations particularly helpful.  Also he is less good spatially and 
does not have a strong sense of geographical direction. 
He is articulate and rarely lost for words, although this is sometimes a little 
overwhelming.  His preferred mode of expression tends to be words rather 
than illustrations. 
 
In relationships with strangers he is informal.  At work he does not tend to 
be highly structured, and he is happy to be directed in his activities.  His 
manner tends to be outgoing and active. 
 
(continued) 
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(continued) 
 
 
Debbie – socially she is fairly informal and appears moderately relaxed.  
She is fairly easy to get on with in her relationships.  She is usually 
diplomatic, socially aware and polite.  She tends to be reasonably 
outgoing.  She is social, spontaneous, and warm in relationships, although 
she is restrained and polite. 
 
She benefits from having learning material structured for her.  She learns 
best from diagrams and pictures, rather than text.  In speaking, she can 
sometimes be hesitant since words do not always come naturally and she 
is not always fluent.  Her preferred mode of expression in when possible 
in terms of illustrations rather than words. 
 
In relationships with strangers she is moderately formal.  Her work style 
does not tend to be highly structured, and she is generally happy for 
others to organise her work. 
 
 
According to Riding and Rayner’s (2005:9) two dimensions of cognitive style, 
the wholist-analytic and the verbal-imagery, the four fictitious examples above 
may be analysed as follows: 
 
 
Table 3.2: Cognitive style labels (Riding & Rayner, 2005: 4) 
 
 
 
 
 
 
 
 
John is an 
ANALYTIC-VERBALISER 
 
Debbie is a  
WHOLIST-IMAGER 
 
Graham is a 
WHOLIST-VERBALISER 
 
Christine is an 
ANALYTIC-IMAGER 
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3.3.2 Cognitive style and learning strategy 
 
There is a marked difference between cognitive style and learning strategy.  
Cognitive style is reasonably fixed in each individual and is likely to be 
inherited through genetics, it can be said to be the way in which an individual 
is naturally inclined to think.  Learning strategy is developed and learned as a 
response to the requirements of a learning activity (Riding & Rayner, 2005:7-
9) or as a means of dealing with seemingly difficult tasks and situations.  An 
individual may be inclined to organize information into either wholes or parts, 
referred to as wholist-analytic, or he/she may prefer thinking in either verbal or 
in mental pictures, known as verbal-imagery (Diagram 3.3; Table 3.1 & Table 
3.2), depending on the individual’s natural learning inclination and his/her 
acquired method of dealing with the information encountered. 
 
Gagné (1985:138) suggests that learning tasks may be organised in a 
sequence according to their complexity.  This is done in order to identify 
prerequisites, which can be identified by breaking down of the learning task 
into small steps, which should be completed to enable learning with each 
step.  Similarly, and as shown below, the Coping Skills Programme employs 
educational actions and parallel cognitive processes comparable with those of 
Gagné.  They may be exemplified as follows: 
 
1) Gaining attention (reception) – for example, parents can show 
their child how to set the table by using pictures of all the 
necessary objects on a chart pinned to the kitchen wall; 
2) identify the objective (expectancy) –  parents can then ask the 
child how many people will need to sit at the table; 
3) stimulating recall of prior learning (retrieval) –  the parent can 
show the child the order in which objects must be used;  
4) presenting the stimulus (selective perception) –  the parent can 
tell the child why there is a need for a place mat under the plates; 
5) guide learning (semantic encoding) –  the parent can allow the 
child to set his/her own table placing, while the parent sets the 
rest, allowing the child to copy the sequence; 
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6) eliciting performance (responding) –  the parent can ask the child 
to try to set one more placing without any help, to see how many 
steps he/she can remember without help; 
7) providing feedback (reinforcement) –  the parent can check on the 
child’s progress and give plenty of approval for the steps correctly 
remembered and guidance for those incorrectly done; 
8) assessing performance (retrieval) –  allow the child to repeat the 
task again the following day and see how much was remembered, 
rewarding good progress with appropriate incentives; 
9) enhancing retention and transfer (generalisation) –  use a similar 
chart to teach the child to do other chores and to organise 
schoolwork tasks. 
 
With regard to ADHD-related difficulties, especially in the case of small 
children, the above exercise helps to teach the child to remember, by 
breaking the task down into small, easy to remember steps.  It also helps the 
parents with proper methods of communication, which promote attention, 
memory and confidence in the child. 
 
3.3.3 Cognitive style and behaviour 
 
Rayner and Riding (1996:445-451) found that children who misbehaved, 
when compared with a larger group of same age peers, had a greater 
tendency for the wholist end of the wholistic-analytic dimension of the 
cognitive style.  Despite these findings however, Rayner and Riding 
(1996:445-451) agree that many other aspects influence misbehaviour, such 
as a combination of the learning process within the environment, the child’s 
individual characteristics and learning style, as well as the parents’ parenting 
style.   
 
This seems to concur with a study done by Gilmore (2004) that investigated 
the possible explanations for low academic motivation by focusing on 
cognitive strengths and weaknesses that concluded that many different 
underlying reasons affect motivational problems.  Others who came to similar 
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conclusions were Gadeyne, Ghesquiere and Onghena (2004); Gilmore and 
Boulton-Lewis (2004); Olivier and Steenkamp (2004); Berlin, Bohlin, Nyberg, 
and Janols (2003); Levine (2003); Poskiparta, Niemi, Lepola, Ahtola, and 
Laine (2003); Gentry and Springer (2002); Reis and McCoach (2002); Bybee 
and Zigler (1998); as well as Diezmann and Watters (1995). 
 
This theory of style in cognition appears to evolve from four main areas, 
namely: (1) perception (2) cognitive controls and processes; (3) mental 
imagery; and (4) personality constructs (Riding & Rayner, 2005:15).  This 
insight helps to shed some light on what is known regarding the source of 
ADHD-related behaviour, as ADHD-diagnosed individuals are known to have 
difficulties associated with all of these areas. 
 
Decision-making appears to be affected by cognitive style, in that individuals 
may take one of two stances when exercising their will-power ability.  That is 
to say that they can either be too impulsive, missing their objective 
completely, or too ponderous, becoming inefficient in the process (Riding & 
Rayner, 2005:118).  This is exactly the dilemma faced by ADHD-diagnosed 
individuals, the individual who suffers from hyperactivity being too impulsive 
and the more sedate individual, being over-careful becoming unproductive 
(Gilmore & Boulton-Lewis, 2004; Olivier & Steenkamp, 2004:47-63).  With 
regards to cognitive style, it may be deduced then, that behaviour modification 
would be helpful to an individual whose style is not appropriate for the task.  
Alternative operating strategies, could be learned in order to provide the 
individual with a substitute manner with which to perform the task, thus 
improving behaviour as well as task performance (De Bruine, Parker & 
Fichhoff, 2007:938). 
 
3.4 LEARNING STYLES AND STRATEGIES 
 
Unlike cognitive style, learning style is learned and developed as a response 
to the requirements of the learning activity, and a learning strategy is 
developed in order to deal with learning material that is not compatible with 
the individual’s natural cognitive style (Riding & Rayner, 2005: 80).  Although 
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the two aspects, learning style and learning strategy, appear similar, they are 
not synonymous.  Learning styles and strategies can therefore be seen as an 
individual’s way of manipulating learning activities in order to cognitively 
integrate them into memory, a process we call learning (Brand, Dunn & Greb, 
2002:268). 
 
The finest possible curriculum is precisely the one 
that starts with each child’s singular means of 
learning. 
    David Guterson (Willis & Hodson, 1999:xxiii) 
 
 
Regarding the theoretic aspect of learning, three theories stand out namely: 
Behaviourism, which centres on new behavioural patterns being repeated 
until they become routine (Good & Brophy, 1990); Cognitivism sees perceived 
changes in behaviour as an indication of what and how the individual might be 
thinking (Dembo, 1994); and Constructivism is rooted on the assumption that 
individual’s build their world view based on their experiences and the mental 
schemas they form from those experiences (Merrill, 1991, in Smorgansbord, 
1997; Case, 1993:219: Coker & White, 1993:1-4).   
 
One can safely say then that, in order for appropriate and efficient learning to 
take place, it is best to adopt a holistic approach to theory by combining the 
best of all three aspects.  Thus, a behavioural approach may facilitate the 
individual’s effective content learning, allowing him/her to know what to do in a 
given situation.  Problem solving strategies can be taught using cognitive 
tactics, in order for the individual to know how to apply definite facts and rules 
in unknown circumstances.   Being able to interpret multiple realities through 
constructive strategies, is another way by which the individual will be able to 
adapt ill-defined problems by applying previously learned strategies in a new 
situation (Ertmer & Newby, 1993; Moore, 1998:1-11).  Effectively, this is how 
learning styles and strategies function. 
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3.4.1 Learning style characteristics 
 
Riding & Rayner (2005:49) distinguish between four learning style models, 
namely: (1) a style model based on the child’s learning process, such as 
learning by: 
 
• Discovery or invention, or learning by means of brainstorming 
and discussion (Willis & Hodson, 1999:93); 
• performing or role-playing (Willis & Hodson, 1999:77);  
• producing or using orderly procedures with which to learn (Willis  
& Hodson,1999:85);  
• relating study material to others, as teachers do and inspiring 
others, and themselves to internalise the material (Willis & 
Hodson,1999:100).  (This interactive learning process is the 
strength behind motivational speakers);  
• creative thinking, where an individual prefers to learn in a quiet 
setting and is inclined to be artistic and philosophical in his/her 
approach (Willis & Hodson, 1999:107).   
 
The other three learning style models mentioned by Riding & Rayner 
(2005:53) are: (2) a style model based on the child’s orientation to learning, 
i.e. whether the child is a passive (learning by rote) or an active (meaningful, 
integrative learning) learner, (3) a style model based on the child’s 
instructional preference, i.e. the learners preferred learning environment 
preference regarding light, heat, group work versus individual work, or 
auditory, tactile or visual preferences; and (4) a style model based on the 
child’s cognitive skills i.e. learning perception based on whether their 
analytical  learning methods are bipolar or global in dimension. 
 
The child’s learning processes may be significantly impaired when parenting 
style and the child’s learning style differ considerably (see 3.2.2).  Behaviour 
modification skills often help both the parent and the child to rectify these 
discrepancies by re-adjusting the styles of both, thus optimising 
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communication and learning.  Besides learning style differences, innate 
aspects such as a child’s nature, which can be rebellious, passive or 
cooperative, may also affect the learning process considerably.   
 
3.4.2 Learning strategy characteristics 
 
As mentioned before, learning strategies are specifically developed by the 
individual in order to deal with learning matter, which does not fit comfortably 
with his/her learning and/or cognitive style (Riding & Rayner 2005:80).  Nisbet 
and Shucksmith (1986) list six common learning strategies, which were 
adapted by Riding and Rayner (2005:84) and are presented as follows: 
 
 
 
Table 3.3: Common learning activities/strategies (Riding & Rayner 2005:84) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Activity type 
Defining hypotheses, establishing aims and the 
parameters of a task, discovering audience, 
relating a task to a previous piece of work. 
Deciding on tactics and timetables, reduction of 
task or problem into components, identification 
of skills or competencies required. 
A continuous attempt to match efforts, answers 
and discoveries to initial questions or purposes. 
Carrying out a preliminary assessment of 
performance and results at a particular stage of 
any activity. 
A review response to assessment involving 
redrafting or recalculating or the revision of set 
goals. 
Self-testing 
 
Revising  
 
Checking  
 
Monitoring  
 
Planning  
 
Asking questions 
Final assessment of both the results and 
performance on task.
Strategy description 
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Table 3.3 above, serves merely as an example of the activities and strategies 
that are regularly employed by individuals during the learning process.  It also 
provides the reader with a visual point of reference with which to compare the 
ADHD-diagnosed child’s learning difficulties, elaborated upon in the previous 
chapter, with those of a non-ADHD-diagnosed child.  In order to effectively 
examine such difficulties, in relation to learning activities and learning 
strategies needed to obtain knowledge integration (Curry, 1991:248; 
Schmeck, 1988:3-20), it is important that the intricacies of learning, some of 
which may be beyond the abilities of some ADHD-diagnosed children, be 
clearly understood.   
 
One might erroneously think that Table 3.3 above, is more relevant to 
schoolwork than to daily tasks performed by a family within the home, but this 
is not so.  All learning is based on the same or similar principles, no matter 
what the task.  An individual will approach his/her knowledge acquirement, 
whether at home, school or in the workplace, in more-or-less the same way, 
using similar strategies (see Diagram 3.3).   
 
In this diagram (3.3), Riding and Rayner (2005:115) explain that the lowest 
level, denoted as Primary Sources, is made up of an individual’s past 
experiences, acquired knowledge, personality traits such as the individual’s 
anxiety tendencies or lack thereof, for example; and gender influences.  At the 
next level, referred to as Cognitive Control, the wholist-analytic and the 
verbal-imagery styles, spoken of in point 3.3.1 (see p 132) help the individual 
to link the internal state of knowledge and the external world of perceived 
reality. 
 
This process works like two transparencies, each containing half of the 
information.  When superimposed, they provide the individual with the full 
picture.  The next level, referred to as the Cognitive Input and Output level, 
analyses incoming information on the basis of perception and working 
memory, and acts upon this information using previously acquired learning 
strategies.  This is the level that is usually measured by intelligence 
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assessment tests, as it is at this level that the cognitive responses, which 
influence social behaviour, are found. 
 
 
 
Diagram 3.3: The cognitive control model – the pathway of learning action (Riding & 
Rayner 2005:115)  
 
  
Experiences 
 
Observed behaviours  External world 
 
 
Perception and 
working memory 
(intelligence) 
Knowledge and 
cognitive history 
– memory of 
positive and 
negative past 
experiences 
 
Wholist-analytic and verbal-imagery style 
 
Learning strategies 
 
 
 
Cognitive input 
and output 
 
 
 
 Cognitive control 
 
 
 
Personality 
sources e.g. 
anxiety 
activation 
 
 
Gender 
 
 
Primary 
sources  
 
 
 
 
 
The above diagram (3.3) is merely a rough example based on observations of 
interactions between intelligence, cognitive style and gender’s affects on 
academic achievement, as mentioned in Riding and Rayner (2005:116).   
There is also the possibility that parenting styles influence development of 
learning styles in children.  That is to say that the child’s learning style might 
reflect a combination of both parents’ styles, seen in the child’s way of dealing 
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with new learning material.  However, because the parenting of a child 
requires the combined style of both parents, the combination may be 
incompatible with the child’s cognitive style.  In such cases the parenting style 
combination may either facilitate or hinder the child’s learning processes 
(Carver & Vaccaro, 2007: 54; Halford & Busby, 2007:586; Saylor & Ganea, 
2007:696). 
 
3.4.3 The influence of learning style on ADHD-related     
behaviour 
 
How an individual understands and perceives the world, how that same 
individual perceives him/herself in that world and what he/she understands as 
success, determine the individual’s learning style and behaviour pattern 
(Maedgen and Carlson, 2000:30-42).  Diagrams 3.3 and 3.4 help to place in 
perspective the intricacies needed to achieve something that most people do 
naturally, but that to the ADHD-diagnosed child may prove problematic. 
 
Learning refers to an individual’s natural ability to dissect and integrate 
knowledge according to specific brain learning-maps or schemata (Saylor & 
Ganea, 2007:696).  Griggs (1991:7) defines learning styles as ‘the composite 
characteristic cognitive, affective, and physiological factors that serve as 
relatively stable indicators of how a learner perceives, interacts with, and 
responds to the learning environment.’   Gurian (2001:19) adds yet another 
aspect related to learning styles; that of the differences between the way boys 
and girls learn.  These differences are caused mainly by brain structure 
where, for instance, the Frontal Lobe and Broca’s areas (depicted in Diagram 
2.1) are more highly active in girls than boys, and the Cerebellum of boys has 
less connecting pathways than that of girls, as discussed in the previous 
chapter. 
 
The difference between activity, style and strategy, as explained by Riding 
and Rayner (2005:84), becomes particularly relevant when examined in 
association with ADHD-related difficulties.  In Chapter Two (see 2.9.2), the 
particularly manner in which ADHD-related difficulties and symptoms manifest 
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themselves, reveals to a certain extent, the struggle with which parents of 
ADHD-diagnosed children are faced.  These children do not possess an 
inherent ability to self-regulate their needs or plan and execute the tasks they 
are required to perform (see 2.9.2; 2.9.3) in the manner described in Table 
3.3.   
 
The Coping Skills Programme interventions are combined, in a logical fashion 
and according to the specific parenting and leaning styles of the particular 
family, and used in addition to behaviour modification.  The results of this type 
of intervention can be long lasting and the skills learned, remain for as long as 
the ADHD-diagnosed individual deems it so (Bearne & Warrington, 2003:18). 
Nevertheless, Willis and Hodson (1999:35) point out that teaching approaches 
tend to be learning-style biased as they often focus mainly on one type of 
learner and seldom make allowances for different learning styles.   
 
The individual’s accumulated world-view knowledge largely determines how 
he/she will approach learning in general and behaviour modification 
specifically (Zhou, Hofer, Eisenberg, Reiser, Spinrad & Fabes, 2007: 369). 
This will determine the learning style that will eventually develop and the 
learning strategies that will be used for integration of knowledge.  This applies 
to every aspect of an ADHD-diagnosed individual’s life, as each feature is 
governed by learning in one form or another.   What the individual has 
understood, learned and internalised since birth, from the cues received from 
those around them, especially from the parents, as well as the effect that the 
environment has had on him/her and how these aspects have been learned 
and internalised, have an important bearing on learning style development 
(Carver & Vaccaro, 2007:54; Saylor & Ganea, 2007:696).   
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3.5 BEHAVIOUR MODIFICATION IN THE MANAGEMENT          
OF ADHD-RELATED BEHAVIOUR 
 
3.5.1 Behaviour and how it is acquired  
 
Behaviour is the outward evidence of what has been learned over time.  Soon 
after birth an individual begins to use survival-based signals that mothers 
interpret and act upon.  These maternal actions become the first cues for 
behaviour.  Children begin to realize, very early, that certain sounds and 
actions, many of them accidental, produce specific reactions from those 
around them. Mwamwenda (2004:199) explains that such learning aspects 
exist in children from all cultures.  Sometimes these reactions are positive and 
sometimes they are negative, but through trial and error, children repeat 
sounds and actions in order to get specific responses from those around 
them, an aspect that is supported by Saylor and Genea (2007:696).  This 
continuous sequence becomes the basis for learning and the beginning of 
observable behaviour (Mussen, Conger, Kagan & Huston, 1990:89):   
 
 
 Diagram 3.4:  Basic sequence of learning processes 
 
Experience 
(perceiving) 
Observation  Response 
 (testing)     
  Behaviour 
  (enacting)     (learning)    
 
 
 
As time goes by, the individual tests different experiences, until he/she 
acquires his/her own specific behaviour based on these experiences, 
perception, cognitive ability, gender and learning adaptation or style.  This 
point is brought across by Cook  (2006:4-6) and is briefly outlined in Diagram 
3.4. 
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3.5.2 The impact of behaviour on self-esteem, self-worth          
and self-confidence 
 
As the child grows and learns to behave in a specific manner, based on the 
cues received over time from those around him/her, the reactions received as 
a result of their behaviour help to determine how they will eventually perceive 
themselves, in terms of self-esteem, self-worth and self-confidence.  The 
benefit children acquire from daily lessons and experiences will stay with them 
their entire life (Bartsch, London, & Campbell, 2007:111).  Such knowledge 
helps children to learn how to be responsible individuals and to determine the 
value they ascribe to themselves and their work as they grow into productive 
members of society.  
 
 In instances where ADHD has been diagnosed, it is easy for one to focus on 
the behaviour of the ADHD-diagnosed child.  However, equally important are 
the reactions and behaviour of the parent, as children draw their behaviour 
cues from their parents, especially the same-sex-parent (Chronis, Lahey, 
Pelham, William, Williams, Baumann, Kipp, Jones, & Rathouz, 2007:70) 
 
All children need to learn to deal with the consequences of their actions, 
whether good or bad.  Such consequences need to be made clear to the child 
and need to be enforced consistently and fairly (Wallace, 1998:31; Sonna, 
2005:57).  It is extremely important for parents to emphasize positive aspects 
about their children’s behaviour, as this will reinforce correct behaviour and 
instil in the child a good sense of purpose, self-esteem, self-worth and self-
confidence.  
 
3.5.3 ADHD-related behavioural difficulties and behaviour 
modification as a form of management 
 
3.5.3.1 ADHD-related behavioural difficulties 
 
Until they go to school, most children behave in a similar fashion, learning to 
sit, crawl and walk and learning to reason during play. Reports regarding 
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behaviour only start appearing once the child enters mainstream schooling, 
because that is when cognitive and learning style abilities, as well as social 
competency differences become apparent and it is at this point that difficulties 
may arise (Barkley, 2005:92; Rief, 2005:20).   
 
This seeming inability for parents to detect any ADHD-related problems early, 
i.e. before the child goes to school or crèche, is not unusual.  It is usually due 
to the fact that their child is either an only child and therefore they have no 
other child in the home to use as a comparison, or if there is more than one 
child, their age differences usually mask any behaviour that might otherwise 
be deemed problematic.  It is only when children begin to mix with others of 
the same age group, in similar environments, that the difficulties become 
apparent. 
 
ADHD-related difficulties are legion, especially due to the fact that they 
combine together to form innumerable variations, dependent on and related 
to, each individual’s personal characteristics.  As these have already been 
dealt with to some extent in Chapter Two, only four specific examples have 
been mentioned in this section as a form of illustration.   
 
Rief (2005:8) mentions difficulties such as inability to focus (spacing out).  
There’s a difference between lack of concentration, which is typically caused 
by distracting peripheral noise, and inability to focus, which is usually caused 
by the brain impulses disengaging from the immediate in-coming source of 
information.  It is thought that the latter happens when the individual cannot 
relate mentally to the material being discussed, while the former is a matter of 
pure distraction (see Ch 2: 2.9).  Another example that is applicable here is 
the common complaint of difficulties related to background noise pollution 
(whether in the immediate surroundings or in the background).  ADHD-
diagnosed children seem to be very highly tuned to environmental sounds.   
Also common are mood extremes suffered by ADHD-diagnosed children 
(ranging from extreme elation, hysteria, to extreme sadness, depression) 
often resulting in paediatricians prescribing anti-depressants, sometimes to 
very young children.  One of the most popular difficulties experienced by 
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parents of ADHD-diagnosed children is the child’s tendency to try to minimise 
ADHD-related problems (excessive showing off/clowning, or by trying to blend 
into the background/isolation).  This is often one of the major causes of poor 
social interaction with their peers. 
 
The difficulties mentioned above are just a very small example of the many 
challenges faced by the parents of ADHD-diagnosed children.  The list 
constantly increases, as the difficulties mount and change according to the 
individuals who suffer from them.  They can even combine to form other types 
of difficulties, relevant only to certain individuals, and depending on whether 
or not these individuals suffer from ADHD alone or combined with other 
disorders, such as Oppositional Defiance Disorder (ODD), to name just one.  
These aspects are dealt with in greater detail in Chapter 2.   
 
3.5.3.2 Behaviour modification as a form of management 
 
There are nevertheless, ways to deal with the management of such difficulties 
as those mentioned above.  This too is mentioned in Chapter 2.  For the 
purposes of this discussion however, we will only refer here to behaviour 
modification as a form of management.   
 
Behaviour modification is an effective way of managing ADHD-related 
behaviour because, when used correctly, it gives the ADHD-diagnosed child 
almost immediate results.  This seemingly speedy change in behaviour comes 
about as a result of the positive reinforcement used in this method of 
managing ADHD-related difficulties.  This way of changing behaviour paves 
the way for positive results, as the ADHD-diagnosed child is set-up for 
success from the beginning (Sonna, 2005: 160; Lawlis, 2004:259).  The 
number of ADHD-diagnosed children, who need medical intervention, may be 
smaller than generally estimated.  Through successful behaviour modification, 
with the correct support and structure (Concannon & Tang, 2005:625), 
successful management of ADHD-related behaviour outcomes may be 
achieved. 
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In this regard, the first thing that should be considered ought to be the 
importance for parents, of acquiring, not only information relevant to their 
child’s specific needs from reliable sources, but also the understanding of the 
fact that ADHD-related difficulties can be successfully managed (Concannon 
& Tang, 2005:625; Chronis, et al., 2004:1-27).  Secondly, parents need to 
acquire the right vocabulary with which to formulate their perceptions and 
make their ADHD-related comments.  For example, parents often use 
dramatic adjectives to describe their children’s behaviour, such as: “he is like 
a tornado going through the house”, or “this child is so clumsy that he 
destroys everything in sight.”  Exaggerated adjectives, such as: dumb, 
clumsy, destructive, impossible, horribly naughty, disastrously stupid and 
murderously angry, should never be used, especially in the presence of the 
child.  Such use of language generates negative effects to the child’s 
understanding of who he/she is and what they’re capable of.  Lawlis (2004:55) 
aptly calls adjectives like those spoken of before, as ‘labels of destruction’.  In 
speaking them, the parent, begins to perceive the difficulties, as 
insurmountable and the situation as hopeless, adding to the difficulties.  
Sadly, these are used continuously, causing, not only despair for the parents 
(Lawlis, 2004; 65), but hopelessness for the child (Lawlis, 2004; 64). 
 
An excellent example of this aspect is given in Lawlis (2004:53).  It speaks of 
a boy who was bright and successful, as well as popular with everyone.  He 
was president of his student counsel, was amusing and bright, until he heard 
his mother speaking negatively about him to a friend during a telephone 
conversation.  Although this young man went on to finish school, in 
adolescence he became deviant and clashed with the law.   
 
3.5.4 What is meant by the term ‘behaviour modification’ 
 
The term ‘behaviour modification’ is a hybrid term meaning the alteration, not 
eradication, of undesirable actions or behaviours, and the reintroduction of 
newly acquired, more acceptable behaviour.  Kruger and Adams (2002:53) 
speak of changing of behaviour, which is carried out by removing that which 
provides the child with the reason to continue to use inappropriate behaviour.  
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Known as removal punishment, this method, although it is not really 
punishment, is perceived by the child as such.  This encourages him/her to 
change existing behaviour in order to avoid this method of correction.  
McGraw (2005:215) speaks about this method of behaviour modification, but 
also explains that the parents need to be committed to the work involved in 
such a process, as the child may intensify the bad behaviour in an effort to 
wear down the parent’s resolve, in order to get his/her way.   
 
McGraw (2005:215) describes this action by the child as being akin to putting 
a coin in a Coke machine and expecting the drink to appear.  If it doesn’t 
work, people in general do not just shrug and walk away.  Their reaction 
would more likely be to beat, shake, rattle and roll the machine and call it a 
few chosen names before giving up.  It is the same way with a child who is not 
allowed to have his/her way.  They too will tend to over-react to initially.  
However, consistency in the parent’s resolve to really stop the flow of pay-off 
experienced by the child, that has maintained the problem behaviour, things 
will begin to improve.  The child will take his/her cues from the parent’s 
reactions, both verbal and physical, and although old patterns will be difficult 
to alter, with determination on the part of the parents, it can be successfully 
achieved (Rosenfeld, 2004: 15-18). 
 
Effective behaviour modification for the ADHD-diagnosed child requires well 
defined, thorough and prompt use of reward and punishment structures, that 
will effectively remind the child to behave appropriately, as suggested by 
Sonna (2005:165) and Wallace (1998: 232).  A successful programme of 
behaviour modification should aim to help alter old unacceptable behaviour by 
replacing it with new behaviours.  This can be achieved through a method of 
quick and systematic incentives, and/or taking away of specific items or 
benefits, that McGraw (2005:197) refers to as the child’s ‘behaviour currency’, 
and which act as positive prompts, or reinforcements, to the desired 
behaviour, encouraging the child to repeat the new desired behaviour with 
such regularity that these become integrated fairly quickly.  Other studies 
emphasising the effectiveness of using reinforcement to encourage positive 
behaviour modification have been carried out, and the results show different 
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levels of success mostly influenced by the participants’ motivational levels 
(Carlson, Mann & Alexander, 2000:87; Carlson & Tamm, 2000:73; Deci, 
Koestner & Ryan, 1999:627). 
 
A specific behaviour in itself cannot be eradicated because of the natural, or 
hereditary tendencies of the individual who displays such behaviour 
(Overbeek, Stattin, Vermulst, Ha & Engels, 2007: 429-437).   It can however, 
be successfully altered to what is ideally thought of as appropriate behaviour.  
It is also important to keep in mind that appropriate behaviour is relative to 
aspects, such as circumstances and culture, and such appropriateness may 
vary from situation to situation within the same culture  (Mwamwenda, 
2004:171).  In the case of ADHD-diagnosed individuals however, 
inappropriate behaviour is not seen with reference to culture and situation, but 
rather in relation to appropriate peer behaviour.  In instances of differing 
cultures, using rewards and punishments that are acceptable and appropriate 
in that cultural background may still effectively modify inappropriate 
behaviour.  This was the conclusion arrived at by Aase, Meyer and Sagvolden 
(2004:186) in their study of ADHD-related behaviour among South African 
children, which was then compared with the same aspects of ADHD-related 
behaviour in children in Western Europe.  The same aspects of ADHD-related 
behaviour and its correction applied equally in both instances. 
 
3.5.5 The need for a behaviour modification programme 
 
When referring to ADHD-related issues, the need for behaviour modification 
appears to be imperative due to the fact that ADHD-related behaviour is often 
exaggeratedly fast and inappropriately out of place (Rief, 2005:6; Sonna, 
2005:5).  Children diagnosed with ADHD cannot control their behaviour with 
the speed and accuracy of their non-ADHD-diagnosed peers.  ADHD 
sufferers need constant coaching (Barkley, 2005:167), i.e. continual 
encouraging, positive reminders, as they appear incapable of recalling past 
situational negative occurrences, before entering, headlong, into another 
similar situation. This may be related to a delay in emotional maturity 
development, rather than to an immaturity deficiency.   
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Studies examining the effects of electroencephalographic (EEG) biofeedback 
have shown improved attention and behaviour control in response to this type 
of treatment (Monasta, Lynn, Linden, Lubar, Gruzelier, & LaVaque, 2005: 95).  
This therapeutic method provides immediate feedback to the ADHD-
diagnosed individual, resulting in immediate behaviour changes that can be 
dramatically evident, indicating that the effects of ADHD on behaviour may be 
successfully altered through behaviour modification.  This method of 
behaviour modification perfectly suits the need for behaviour modification, as 
it gives immediate feedback to the child, becoming an excellent source of 
motivation.  The only set back with this type intervention is its cost. 
 
Another reason for the need for behaviour modification is that, ADHD-
diagnosed children often become desensitised to reprimand.  This is due to 
the fact that they hear it so often and that most of this correction is negative in 
nature.  A perfect example of this aspect can be seen, in the instance when 
the researcher went to one of the homes for an interview related to this study.  
In answer to the knock, the door was answered by a very neat, intelligent-
looking, very alert seven year old boy, who said as he opened the door: ‘oh, 
hello.  You must be the lady that’s coming to find out all about me.  I’m the 
ADD child that’s always in trouble and can’t sit still, you know? I run all over 
the place like the Duracell Bunny and I also talk too much and I love drawing 
and…” so it went, until his mother interjected.  He was delightful, but 
relentless in his chatter, which was a constant recital of his shortcomings, and 
a clear indication of how much negative information had already touched this 
child.  The need for behaviour modification in this instance, would be equally 
helpful to the parent, a single mother, as the negative way she was relaying 
her feedback to her child needed to be modified in order to change his 
behaviour successfully. 
 
When attempting to modify the incorrect behaviour of any child, is important to 
keep in mind that extreme care should be taken not to break the child’s spirit 
and personality, by constantly reminding him/her of what he/she cannot do.  
Instead, the child should be encouraged to concentrate more on the positive 
aspects of his/her every day efforts.  This is the reason why there is a need 
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for behaviour modification and why a programme of behaviour modification 
should be tailor-made for the specific needs of the individual child.  
Behavioural parent training (BPT) is an empirical supported therapy used in 
the management of ADHD-related behaviour (Chronis, et al., 2004:1).  BPT 
therapy helps both the ADHD-diagnosed child, as well as the parent cope with 
learning of new, replacement behaviours and reactions.  
 
The need for behaviour modification is even more appropriate in instances 
where certain behaviours might be acquired accidentally.  Behaviour develops 
and becomes internalised more firmly as the child grows and begins to use 
action to cope and survive through life’s difficulties and challenges.  During 
this process, it often happens that a child will acquire a certain behaviour 
pattern by pure chance and often by accident (Mussen, et al., 1990:140).  A 
young child may exhibit certain behaviours accidentally, e.g. sneeze with a 
mouth full of food, an action that will cause food to be ‘sprayed out’ in all 
directions.  As this is such a sudden, involuntary reflex, it will surprise both the 
child and the parent, who is feeding the child at that point.  When this 
happens, keeping in mind that the child is paying close attention, one of two 
things may take place: (1) the parent may show disapproval and quickly wipe 
the mess, under close baby scrutiny of course; or (2) the parent may burst out 
laughing, making appropriate baby noises at the child, while cleaning up the 
mess, still under close baby scrutiny. 
 
In an instance such as this, it is logical to assume that the child in question 
has definitely learned something from the whole exercise.  One can also 
assume that the lesson was not how to prevent sneezing while eating, as 
sneezing, is an involuntary reflex.  The lesson that was sure to have been 
learned, would have been, that either: (1) Hey mom didn’t like the mess that 
happened, or (2) WOW! Mom and I really had fun there – let’s try that again!  
And sure enough, the next spoon full of food that enters the baby’s mouth will 
be sprayed out in all directions, in an attempt to repeat the perceived fun 
episode.  Behaviour is thus effectively learned.  At this point the parent needs 
to apply the necessary behaviour modification cues that will clearly show the 
child, which is the desired behaviour to exhibit.  Behaviour modification cues 
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need to be clear, constant and age appropriate, as can be seen in the above 
example. 
 
This small example helps the reader to see the intended reason for prompt 
behaviour intervention and the need for behaviour modification in certain 
instances. Behaviour may be deliberately taught, as was exemplified by 
Charles Dickens’ classic, Oliver Twist.  Sometimes however, it is also 
inadvertently modelled, as is often the case with profanities uttered by young 
children.  Good behaviour is learned in much the same way.    The secret of 
effectiveness of the correction of ADHD-related misbehaviour is in the nature 
and speed of the adult’s reaction.  Behaviourists, such as McGraw (2005: 
197), Sonna (2005:158) and Wallace (1998:40), all seem to agree that any 
child may effectively learn which action results in approval, e.g. laughter, 
which the child would understand to mean acceptance, i.e. that it is all right to 
repeat the action; or disapproval, i.e. an unpleasant response which should 
discourage the child from trying to repeat the action. 
 
Evidently, the need for behaviour modification’s effectiveness can be seen in 
the actions that result when unwanted behaviour is replaced with another 
more acceptable action, as detailed above.  The reason why some aspects of 
behaviour modification may be unsuccessful at times might be that parents 
want the ‘bad’ behaviour to simply stop, without giving the child an alternative 
and more profitable action to exercise in its place (Kruger & Adams, 2002:53; 
Shintel & Keysar, 2007:357; Shanahan, Mchale, Crouter & Osgood, 
2007:551).  This cannot happen however, and behaviour modification 
strategies are needed to alter undesirable behaviour.  Any individual, 
especially children, will find it extremely difficult to implement unfamiliar, 
random behaviours, merely on request (McGraw, 2005:215).   
 
An important aspect governing the need for behaviour modification is in the 
area of accountability.  Children need to learn to be accountable for their 
actions and behaviour modification methods should take this into account.  
Lawlis (2004: 222) agrees with this aspect and adds that role identification is 
also an equally important, determining aspect of behaviour.  A more common 
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reason for poor behaviour patterns and lack of accountability in children might 
be, that they are seldom included in the rule making process of a household.  
When children help to compile the household rules and determine the rewards 
and punishments that will be used to make the process effective, they 
become more aware of the responsibility involved and, in turn, more 
accountable for their actions.  Rules and boundaries of accepted behaviour 
should be clear and simple to follow.  Studies on constancy of parental 
structure in Spanish and Greek homes shows, that this aspect will make it 
easier for the child to remember if and when a certain rule applies (Arrindell, 
et al., 1988: 3-23).  Household rules should be logical, and uncomplicated 
with clear boundaries.   
 
When referring to the need for a programme of behaviour modification in the 
management of ADHD-related issues and difficulties therefore, it seems that 
effective behaviour modification should not only alter the way the child 
behaves, but also the way the parent looks at the child’s behaviour.  The 
example in Lawlis (2004: 219-222), speaks of the impact that the aspect of 
parental perspective has on a child’s life, as children lack the ability to 
recognize adult expectations. 
 
3.5.6 The importance of teamwork 
 
The aspect of teamwork is purported by Bronfenbrenner (1989:187), who 
refers to it as Systems Theory.   According to his theory, the system depicted 
Diagram 3.5, would be known as a Microsystem, as it comprises of the family, 
the school, peer group, neighbourhood and childcare environments, all 
working together, as a team, each with its own set of norms, roles and rules, 
influential in shaping development.  Likewise, those who work with the ADHD-
diagnosed child daily, should do so as a team, working together with the 
child’s needs in mind, using proper communication, consistent rules and 
discipline.  This teamwork should start at family level and be communicated 
outward towards outsiders, such as the schools and other professionals who 
also work with the child, so that the child’s coping mechanisms can be 
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established and maintained through a network of efficient ADHD-behaviour 
managers. 
 
Various studies have been carried out regarding the effectiveness and 
importance of good teamwork.  Wolraich (2006: 86), explains how ADHD-
related problems progress and the role that each therapy, and those involved 
in administering them, plays in the management of ADHD-related issues in 
small children diagnosed with ADHD.  Perrin, Stein, Amler, Blondis, Feldman 
and Mayer (2001: 190) in turn, highlight the parental perspective in the 
management and treatment of ADHD, while Gordon (1998: 613) on the other 
hand, points out that there are still many inconsistencies regarding the 
diagnosis, treatment and management of ADHD, among all those concerned 
with dealing with such issues daily.  He maintains that there is a strong need 
for cross-disciplinary cooperation, especially between experts, schools and 
parents, making it clear that further research still needs to be carried out on 
the aspect of teamwork, with regards to its place and value, as their synergy 
remains crucial to the success of the management of ADHD-related issues, 
and behaviour modification in particular. 
   
Regarding the management of ADHD-related behaviour then, the parents, 
being the main members of the team, need to learn how to deal with their 
personal difficulties and differences of opinion, away from the children and 
present a united front at all times. They should exercise consistency, 
constraint, and temperance, keeping disagreements to a minimum and private 
(Concannon & Tang, 2005: 625).  Similarly, parents ought to deal with all their 
children equally, so that those who have not been diagnosed with ADHD do 
not feel pushed aside and neglected.  Siblings need to be shown how to 
support, rather than use the ADHD-diagnosed sibling, as an excuse for bad 
behaviour, or as ‘scapegoat’ for blame.  The parents, their children and the 
extended family form the principal membership of the ADHD- behaviour 
management team. 
 
The next level of team members falls outside the immediate family and is 
made up of teachers, peers, remedial and medical professionals who may be 
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involved with the child’s daily learning and treatment routine.  Parents should 
be encouraged to speak to such people and make each aware of the steps 
being taken in the behaviour modification processes at home, so that these 
may be continued in other spheres as well, thus aiding the efficient and 
effective outcome of the child’s behaviour management.  This will ensure that 
the child’s discipline remains constant and that the child will be unable to 
‘divide-and-conquer’ the adults who are in charge of discipline and learning.  
When the network of support is placed around the ADHD-diagnosed child, the 
effects of such a programme usually become clearly evident within a short 
period of time (Betz, 2006:171). 
 
 
Teachers & peers 
Doctors & therapists 
Siblings Parents 
Extended 
family 
Child 
The family 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Diagram   3.5:  The support system that is generated by the teamwork in a behaviour 
modification programme and how each set of individuals is inter-connected.  Arrows 
represent communication channels. 
 
 
 
 
Teamwork should therefore, be an integral part of any effective programme of 
behaviour modification, as such a programme ought to be designed to work 
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by involving the whole family, especially both parents, and all those 
concerned with the ADHD-diagnosed child on a regular basis (see Diagram 
3.5).  Where the ADHD-diagnosed child’s difficulty management is concerned, 
the team members should communicate daily and be in one accord at all 
times.   
 
3.5.7 The importance of feedback and communication 
 
The execution of an effective behaviour modification programme requires 
good and consistent communication between the various people concerned, 
which enables everyone to fully understand the needs and difficulties faced by 
someone diagnosed with ADHD (see Diagram 3.5).  Behaviour, in this 
instance, should be defined in terms of how parents and their children react 
and cope with circumstances and whether reactions, of both parents and of 
the children, are reflexive (impulsive) or consequential (thoughtful).   
 
Parents need to relate their expectations, regarding behaviour, to their ADHD-
diagnosed children.  This can be done effectively by means of feedback, 
which must be given to the child immediately after a specific behaviour has 
been carried out, whether the said behaviour is acceptable or unacceptable.  
Failure to do this may cause misunderstandings between parent and child that 
may result in feelings of inadequacy and guilt in the child and of hopelessness 
and anger in the parent.  Such failure to communicate such feedback 
adequately, may be fuelled by parents’ fear that their child may not be able to 
achieve all that they might have if they had not been diagnosed with ADHD 
(Lawlis, 2004:48-49).   
 
On the other hand, ADHD-diagnosed children, perhaps afraid of not being 
able to control their life situations adequately, may be inclined to misinterpret 
the parents’ lack of adequate feedback (Maniadaki, Sonuga-Barke, Kakourus, 
& Karaba, 2005:245; Lawlis, 2004:220).  Either way, the behaviour of both is 
fuelled by fear and the only way to alter this perception is to replace the fear 
with hope, by teaching the parent and the child more beneficial behaviours as 
alternatives. 
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Furthermore feedback, or reinforcement control, is an important and effective 
way of communicating between parents and their children (Wallace, 1998:76-
77), because it affords the child the opportunity to know his/her own progress 
and avoid further mistakes.  This helps to diffuse anger, anxiety and 
frustration for both parties.  Feedback means that the parent has to give the 
child as much positive update on assigned tasks as possible, while at the 
same time encouraging the child to vocalise how he/she feels about the task 
execution process and the difficulties the execution presents (Sonna, 
2005:240; Levine: 2002:81; Wallace, 1998:53).   
 
This feedback communication process should be implemented in instances of 
rule making and obeying, it should apply when a child is being punished or 
rewarded, should be used when the family is having fun and when they are 
facing hard times (Sonna, 2005:251-253).  Encouraging the ADHD-diagnosed 
child to express his/her feelings about a given situation, punishment for 
instance, allows the child to reflect on why the punishment occurred in the first 
place.  Such reflection shows the child how to use thought about cause-and-
effect to prevent undesirable behaviour and achieve profitable rewards.  
Feedback communication is a powerful tool that can be used to train children 
in goal setting, planning and patience. 
 
Ordinary feedback from the parent provides the information necessary to 
guide the ADHD-diagnosed child into performing the task more adequately 
(Levine, 2002:81, 230).  This is done by giving immediate, positive verbal 
cues that focus on what is being done correctly, rather than focusing on the 
mistakes that were made while performing the task, i.e. saying to the child: 
“Well done! You remembered to feed the cat without being told. Next time you 
do it, dish the food out with a cup.  It won’t be quite so difficult to do and there 
will be less pellets on the floor to be picked up.”  The achievement is credited 
to the child, but the ‘mess’ is allotted to the method that was used (Monastra, 
Monastra, & George, 2002:231-249; Anastopoulos, Shelton, DuPaul, & 
Guevremont, 1993:581-596).  This method of feedback helps children to listen 
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better to what is being said, as they have the inclination to over-concentrate 
on the ‘YOUs” used when addressing them.   
 
3.5.7.1 The difference between daily feedback and                       
EEG feedback 
 
The type of feedback that has been referred to in the previous paragraph 
must not be confused with Electroencephalographic (EEG) Biofeedback, also 
mentioned in literature (Butnik, S.M.  2005: 621; Fox, Tharp, & Fox, 2005: 
365; Monastra, Lynn, Linden, Lubar, Gruzelier, & LaVaque, 2005: 95; Fuchs, 
Birbaumer, Lutzenberger, Gruzelier, & Kaiser, 2003:1).  EEG Biofeedback is a 
system that uses electronic equipment, such as a computer, to monitor 
breathing, heart and neurological impulse rates during task performance.  
 
As explained in Chapter Two (Diagram 2.6), a person diagnosed with ADHD 
shows a high incidence in the Alpha and Theta ranges, but fail to sustain Beta 
ranges that are essential for adequate concentration and problem solving.  
EEG Biofeedback can be used as a means of therapy to help children 
diagnosed with ADHD to learn to control disruptive thoughts or impulsive 
behaviour.  This is done using a type of computer, referred to as a 
‘biofeedback monitor’, which uses computer software to measure the child’s 
body temperature during the exercise.  This monitor is attached to the child in 
much the same way an electrocardiograph (EKG) would be.  By simply 
controlling one’s breath or the movement of a muscle, for instance, impulses 
can be altered (Lawlis, 2004:103, 163-171), which both the researcher, as 
well as the individual, can visually observe on the monitor’s screen. 
 
Stress reactions usually constrain blood vessels, lowering body temperature 
due to decreased blood flow, causing the surface of the skin’s temperature to 
fluctuate.  The child’s responses to outside stimuli such as noise, light 
intensity and instructions given by another person, alter the child’s skin 
temperature and the biofeedback monitor responds by beeping or flashing a 
light that indicates to the child that the aim of the exercise has been achieved.   
This way the ADHD-diagnosed child is taught to control his/her impulses by 
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focusing on the beat of music, for instance, which in time and with practice will 
help him/her to focus for longer periods of time.  By means of repeated 
therapy sessions, the child learns to control his/her brain impulses and 
achieve greater ability to concentrate and to control impulsivity.   This system 
gives the participant immediate feedback, allowing him/her to re-adjust 
heightened breathing, heart and neurological levels (Fox, et al., 2005:365-
373).   
 
3.6 STRUCTURE OF THE COPING SKILLS PROGRAMME 
 
Like the EEG biofeedback method of therapy, the Coping Skills Programme 
too, is a feedback-based programme.  Parents take the place of the 
computerised monitors, and become the ones providing the feedback for the 
child.  The programme, which is based on the individual needs of each family, 
is divided into six sessions, and may take between eight to ten weeks to 
complete, depending on the amount of time that each family requires to 
resolve their difficulties.  Sessions are held weekly and each session lasts two 
hours.  Parents use the days between each session to complete their 
assignments each week.  Sometimes the nature of the problem requires that 
they use more time, which is then planned for accordingly, with the facilitator.   
 
The Coping Skills Programme helps to generate solutions and finding the 
appropriate skills for the specific needs and difficulties presented by ADHD-
related difficulties. The sessions of the Coping Skills Programme are 
supportive and provide a forum where family members can feel free to 
discuss their experiences in a neutral setting, having an experienced arbitrator 
at hand, to provide assistance and direction.  
 
As with most programmes, The Coping Skills Programme, despite its flexibility 
and versatility, is still not sufficient to cover all of the needs presented by such 
a complicated and involved disorder as ADHD, especially in view of the fact 
that so many important aspects of this intricate disorder still need to be 
researched further.  This means that, for the most part, The Coping Skills 
Programme remains a work in progress, to be altered and adjusted as new 
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research findings come to light.  It is suggested therefore, that the programme 
be re-evaluated, periodically, especially with regard to its use in teenage 
behaviour modification and adult behaviour adaptation. Each session’s 
objectives are as follows: 
 
3.6.1 Programme content 
 
• First session – to enable the parents to express themselves and gain 
a better understanding of the nature of ADHD-related difficulties, what 
they are and how they manifest themselves, and how this affects the 
family, as well as the diagnosed individual. 
 
• Second session – to help the parents to understand the role of the 
support system involved in the management of ADHD-related 
behaviour, who the individuals involved are and the role each plays in 
the process of behaviour modification. 
 
• Third session – to create a stress-free environment in which the 
parents and their ADHD-diagnosed child, or children, can function with 
less friction and disruption. 
 
• Fourth session – to help ADHD-diagnosed children and their parents 
to modify their behaviour in such a way, that it will enable them to cope 
successfully with everyday tasks, such as schoolwork, homework and 
household chores. 
 
• Fifth session – to enable both parents and their ADHD-diagnosed 
child, or children, to learn to develop time management and problem 
solving skills that will promote and help to develop positive feelings of 
self-worth, self-esteem and self-confidence in the child. 
 
• Sixth session – to provide added support to the parents and their 
ADHD-diagnosed children after the introduction of the various skills 
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and techniques, and to help everyone involved to overcome any 
difficulties encountered, by providing the opportunity to clarify any 
issues that may have been unclear and for making any necessary 
changes and adaptations to their existing work-plan. 
 
 
 
SESSION 1: Basic ADHD-related information and discussion of 
ADHD-related issues & questions 
 
SESSION 2: The role of the support system in the 
management of ADHD-related behaviour 
SESSION 3: Orientation on how to deal with 
difficulties through correct communication 
SESSION 4: How to deal with everyday 
tasks, such as homework and chores 
SESSION 5: Development of 
time management and problem 
solving skills 
SESSION 6: Revision of 
aspects covered and 
adjustment of skills  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Diagram 3.6: Brief sketch of the Coping Skills Programme’s six-week 
schedule (Gomes, 2004: 139) 
 
 
 
The Coping Skills Programme is presented by a facilitator, who is well versed 
in ADHD-related aspects and issues, providing the parents with the necessary 
guidance, helping to generate solutions and finding the appropriate skills for 
their specific needs and difficulties. The sessions of the Coping Skills 
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Programme also serve as a type of support group, where family members can 
feel free to discuss their differences in a neutral setting, with an experienced 
expert at hand, to provide the necessary guidance. 
 
As with most programmes, The Coping Skills Programme, despite its flexibility 
and versatility, is still not sufficient to cover all of the needs presented by such 
a complicated and involved disorder as ADHD, especially in view of the fact 
that so many important aspects of this intricate disorder still need to be 
researched further.  This means that, for the most part, The Coping Skills 
Programme remains a work in progress, to be altered and adjusted as new 
research findings come to light.  It is suggested therefore, that the programme 
be periodically re-evaluated, especially with regard to its use in teenage 
behaviour modification and adult behaviour adaptation. 
 
3.7 STRATEGIES USED IN THE COPING SKILLS PROGRAMME  
 
The Coping Skills Programme is designed to provide the forum within which to 
debate and learn correct and incorrect ways of showing children how to 
behave.   It helps parents to learn how to set proper boundaries and establish 
acceptable behaviour rules, with clear consequences of rewards and 
punishments.  The programme was designed for parents of children 
diagnosed with ADHD, but it is flexible enough to benefit the whole family.  
The programme uses the following strategies: 
 
• Rewards and punishments – parents are shown the difference 
between incentive and ‘bribery’ (Wallace, 1998:50), negotiation and 
‘manipulation’ (Sonna, 2005:134; Barkley, 2005:8), both very important 
aspects, especially when dealing with adolescents;  
 
• Commitment and involvement – the Coping Skills Programme 
expounds on aspects such as adjusting to parenthood as a life 
decision, i.e. deciding to make a greater effort at involved parenting, 
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with both parents putting in an equal amount of quality time with their 
children, on a daily basis; 
 
•  Establishing priorities – making a shift in priorities, i.e. deciding what 
is more important in life, raising responsible, well balanced adults, or 
concentrating mainly on career and home running issues;  
 
• Role modelling – the importance of the same-sex parent as a role 
model, i.e. making parents aware of the fact that children are most 
influenced by their same-sex parent;  
 
• Setting of good examples – the fact that children mirror what they are 
exposed to, among other aspects (Wallace, 1998:230; Lawlis, 2004:50; 
Sonna, 2005:260-263; Barkley, 2005:106; McGraw, 2005:156);   
 
• Focus on appropriate discipline – with age-appropriate discipline 
techniques, useful parenting tools and a discipline questionnaire for 
parents, as well as with common discipline mistakes, as parents often 
request help with these central issues;   
 
• Emphasis on the correct use of communication – particularly that of 
two-way communication within the family circle, the lack of which often 
causes confusion; especially among younger children who are unable 
to read communication nuances such as those that exist in inferred 
speech (Shintel, & Keysar, 2007: 357-369);  
 
• Positive feedback and encouragement – the importance good, 
consistent and positive feedback communication (Levine, 2002:81; 
230-234; Sonna, 2005:251-253; Barkley, 2005:202), for both the child 
and the parent and how these aspects affect self-esteem, self-worth 
and self-confidence. 
 
 167
These strategies are carried out by means of tasks sheets, evaluation sheets 
and report writing by both the parents and the facilitator.  Examples of these 
will be added to this document as part of the addenda.  The information 
gathered each week from these task sheets and reports provide the 
necessary background from which to compile the relevant weekly coping skills 
and behaviour modification strategies.  Discussions of the elements that led to 
the compiling of these task sheets and reports, also supply the right kind of 
forum with which to further enlighten the parents regarding ADHD issues and 
facts. 
 
As the above programme is the private and intellectual property of the 
researcher who designed it (Gomes, 2004:126), it cannot be presented here 
in greater detail.  However, the aspects discussed here provide sufficient 
material to illustrate the nature of its content, as well as its potential as a form 
of added support in the management of ADHD-related issues and difficulties. 
 
3.8 THE IMPORTANCE OF PERIODICAL ADJUSTMENTS 
 
Periodical adjustments of learned skills have to be carried out as soon as the 
ADHD-diagnosed child learns each skill, i.e. the skill should only remain in 
place, in its original form, until such time as it still serves its purpose for task 
execution.  As soon as the skill stops being effective, it needs to be upgraded 
or adjusted, to help with the next difficulty.  For example, a baby learns how 
each type of food ’behaves’ in his/her plate, by handling it with his/her fingers 
first (skill 1), a natural skill all babies have.  Soon, mommy places a spoon in 
the baby’s hand and teaches him/her how to use the spoon (skill 2), not a 
natural skill and therefore it will take a little longer to muster.  The spoon may, 
at first, be used as an addition to feeding with the fingers; it may even be used 
as a toy, but it will eventually be used properly, at which point the skill needs 
to be upgraded to using a fork, and so on.  Still the same skill, but upgraded to 
the next level in small steps at-a-time (Wallace, 1998:212).   
 
If periodical adjustments are carried out regularly and efficiently, the child will 
carry the ‘skill’ and later learn to adapt it to adult life situations, having learned 
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how to exhaust all the possibilities in one specific skill, changing it and then 
using the adaptation on a different difficulty.  Non-ADHD-diagnosed people do 
it automatically all the time, it is how humans survive, they adapt to their 
surroundings and their needs.  However, this is not a natural behaviour 
mechanism for ADHD-diagnosed individuals, perhaps because early on in 
their lives their mothers try to compensate for their every difficulty.  For 
ADHD-diagnosed children this skill has to be learned and integrated.  When 
skill adjustment is carried out speedily, the child’s confidence in his/her ability 
to adapt to changes, the biggest difficulty for ADHD sufferers, is boosted and 
ADHD-related difficulties become less prominent and problematic (Shintel & 
Keysar, 2007:357).  
 
Chronis, et al. (2004:1-27) discovered in their parent training research that 
behavioural parent training (BPT) is one of the most effective behaviour 
modification processes in the treatment of ADHD-related misbehaviour.  They 
found that, because so many aspects influence the child’s behaviour and 
affect the parent’s reactions to that behaviour, continuous programme 
adjustments are needed in the way parents teach their children, the style that 
they use and how the children interpret what is being taught. 
 
3.9 THE IMPORTANCE OF THE FOLLOW-UP PHASE 
 
Programme follow-up periods should take place from time to time, after the 
completion of the Coping Skills Programme, in order to make any necessary 
adjustments and deal with any difficulties that the parents might experience 
along the way that might not have been previously covered by the Coping 
Skills Programme.  The parents, as and when they feel it is necessary, usually 
initiate these follow-up periods and in some instances, there may be a short 
succession between follow-up periods and then a longer gap until help is 
requested again.  In other instances follow-up periods may be less frequent 
and fewer in number. 
 
Programme follow-up periods are important for both the researcher and the 
parents (Lange, Sheerin, Carr, Dooley, Barton, Marshall, Mulligan, Lawlor, 
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Benton, & Doyle, 2005:76-96), as these provide the opportunity to make 
adjustments to the programme from time-to-time. Likewise, the parents 
benefit, because the up-date sessions serve as a form of support system 
where their questions may be answered, reassurance provided and new 
information obtained. 
 
3.10 CONCLUSION 
 
This chapter, using various perspectives, has looked at how diverse types of 
families and child rearing or parenting styles may differ from one another.  
Also examined were the effects of aspects such as family dynamics, family 
stability and the importance of the nuclear and extended families, in relation to 
ADHD-related behaviour within the family.  
 
In addition, the characteristics of cognitive styles, learning styles and learning 
strategies, as well as their influence ADHD-related behaviour, were also 
expounded upon.  Behaviour and its impact on self-esteem, self-worth and 
self-confidence were illustrated.  The aspect referred to as behaviour 
modification, its meaning and its need in the management of ADHD-related 
difficulties were also put forward.  
Regarding behaviour modification, the importance of teamwork among all 
those involved with the ADHD-diagnosed child was made clear.  The 
importance of feedback communication between parent and child and the 
difference between feedback and the treatment known as EEG Biofeedback 
were also highlighted. 
 
The Coping Skills Programme was elaborated upon and described in some 
detail, in an attempt to adequately portray the need for programmes of 
behaviour modification and suggestions were made regarding the 
programmes future implications and adaptations. The skills that the Coping 
Skills Programme might implement, and the importance of periodically 
adjusting the programme’s skills as the child grows in maturity and knowledge 
were also briefly pointed out.  Finally, the chapter reflects on the importance 
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of follow-up periods, as a source of support and information for those dealing 
with ADHD-related issues and problems.   
 
Chapter Four will deal with the study’s research design and methodology. 
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CHAPTER FOUR  
 
RESEARCH DESIGN AND METHODOLOGY 
 
4.1 INTRODUCTION 
 
A brief overview of the research’s study plan was offered in Chapter One, 
while Chapter Two presented a theoretical perspective of Attention Deficit 
Hyperactivity Disorder.  Chapter Three provided an overview of the family, its 
various types and child rearing styles. It also looked briefly at the styles and 
strategies used in the learning processes of individuals and the importance of 
behaviour modification in the management of ADHD-related issues.  Lastly, 
Chapter Three provided an overview of the supplementary Coping Skills 
Programme and how such a programme may be useful in the management of 
ADHD-related problems and difficulties.  This was done in order to establish a 
sound conceptual framework for this research.   
 
This chapter will provide a detailed exposition of the research design and 
methodology, state the research problems and aims and provide details 
regarding data gathering and analysis, as well as the trustworthiness of the 
research and the ethical measures applied.  The following sequence was 
used as a guideline: 
 
• Designing of the study with a view to address the research problem 
adequately; 
• interviewing the participants for the case studies; 
• writing of relevant reports for each case study; 
• categorising participants’ difficulties in order to substantiate the 
research topic and questions; 
• analysing the data; 
• verifying the results; 
• writing the report of the study’s findings. 
(Kvale, 2002: 309-310) 
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Participants for this study were interviewed routinely, at their request, when 
they sought help regarding their children’s ADHD-related difficulties and the 
effect these difficulties were having on their marriages.  The reports kept 
during these interviews will be presented as case studies in Chapter Five and 
the findings of this research study will form part of Chapter Six. 
 
4.2 STATEMENT OF THE RESEARCH PROBLEM 
 
4.2.1 Orientation  
 
The child diagnosed with ADHD will often find the expectations associated 
with the activities of socialization difficult to cope with, which may in turn lead 
to various psycho-social problems, such as destructive and/or unruly 
behaviour brought on by the frustration of not being able to carry out a task as 
expected.  This may aggravate ADHD-related behaviour, due to stress and 
the added effects of low self-esteem and insecurity in the child.  In such cases 
it becomes extremely difficult for parents to cope with the resulting chaos 
when a child diagnosed with ADHD goes emotionally out of control in a room 
full of other children, be it siblings, fellow learners or anyone else (Ember & 
Ember, 1990:191-193). 
 
Despite the fact that research still challenges lack of attention as the central 
deficit of ADHD, the reality still remains that the parents of children diagnosed 
with ADHD need to manage their children’s ADHD-related behaviour.  Factors 
such as industrialization and the increased relocation from rural to urban 
areas, have changed the family’s structure from a tightly knit unit made up of 
close kin and extended family network, with set values, norms and mores, to a 
relatively weaker nuclear family unit, that is sometimes devoid of clear rules 
and which may have a more lax value system (Elliot, 1991:50-51).  Aspects 
such as these often result in a plethora of repercussions, which may be 
complicated by ADHD-symptoms.   
 
In order to minimize the negative impact ADHD has on the family (Pretorius, 
1998:56-57) therefore, there is a need for a management programme, other 
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than those that focus mainly on the medical treatment of the ADHD-diagnosed 
child.  Parental emotional support remains one of the most important aspects 
of successful ADHD-related behaviour management (Sonna, 2005:72).   The 
Coping Skills Programme implemented in this research not only provides such 
an important source of support, but also affords the necessary skills needed 
for optimum ADHD-behaviour management to both the parents and their 
children.   
 
4.2.2 Formulating the research problems 
 
The research problem investigated in this research study is formulated around 
the assessment of the implemented supplementary Coping Skills Programme.  
Such a problem can be examined more systematically when divided into 
smaller, more precise sub/secondary research problems (Olivier, 1990:320). 
 
4.2.2.1 Primary research question 
 
The primary research question for this study is formulated as follows: 
Did the implementation of a supplementary Coping Skills Programme 
adequately address the ADHD-related difficulties experienced by the 
parents of children diagnosed with ADHD? 
4.2.2.2 Secondary research questions 
In order to analyse the above research question more systematically, the 
latter can be further divided into the following sub-questions: 
i. With which difficulties, experienced by the parents of children 
diagnosed with ADHD, would the Coping Skills Programme be most 
effective? 
ii. How will such coping skills be made available to the parents of children 
diagnosed with ADHD? 
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iii. How can the effectiveness of the Coping Skills Programme be further 
improved? 
 
4.3 AIMS OF THE RESEARCH 
 
4.3.1 Primary research aim 
 
Based on the above research questions, the main aim of this research will be 
to assess the effectiveness of the implemented supplementary Coping Skills 
Programme, in terms of the level of assistance that the parents experienced 
while using the appropriate coping skills to manage difficult situations.  
Afterwards, the programme’s effectiveness and any necessary adjustments 
and/or changes to enhance its efficacy, will be suggested.   
 
Due to the complexity of the ADHD-related difficulties, one set of coping skills 
does not necessarily help one individual as well as it does another with a 
similar problem.  For this reason it is important to establish to what extent the 
programme helps with the specific kinds of problems and difficulties that the 
parents of ADHD-diagnosed children experience.   
 
4.3.2 Secondary aims 
 
Equally important are the following aspects: 
 
i. Establishing to what extent the programme has helped with the kinds of 
problems and difficulties that parents of ADHD diagnosed children 
experience; 
 
ii. recommending the most suitable ways to further help parents to attain 
these coping skills;  
 
iii. determining further improvement of the supplementary Coping Skills 
Programme. 
 175
4.4 DEMARCATION OF THE FIELD OF STUDY 
 
With a view to test the implementation of such a supplementary management 
course, the researcher implemented a trial of the Coping Skills Programme 
over a period of six to ten weeks, to address specific ADHD-related difficulties 
expressed by parents. This six to ten week time period may be lengthened in 
order to effectively attend to difficulties being dealt with, an aspect which 
makes this programme extremely flexible. The resulting experiences of some 
of the families who took part in this exercise, will be described as case studies 
for this research study and will stand as evidence of the programme’s 
effectiveness.   
 
4.5 RESEARCH DESIGN 
 
The detailed plan that is put together in order to carry out such a study is 
known as the research design (McMillan & Schmacher, 1993:31).  Such a 
research design will attempt to provide the most valid and feasible answers to 
the research questions.  Mouton (1996:107) defines it as ‘a set of guidelines 
and instructions to be followed in addressing the research problem’.  As such, 
the researcher can therefore use the research design to carry out the 
research and reach the aim of the research study (Denzin & Lincoln, 2003:57-
58; Mouton, 2002:55-57; Glatthorn, 1998:71; McMillan & Schumacher, 1993: 
383-384; Bogdan & Biklen, 1992:58).  The research design gives an indication 
of the types of procedures and techniques that will be followed during this 
research study. 
 
The nature of this research study is naturalistic, exploratory, systematic, 
contextual, inductive and holistic, focusing on how certain events are 
conceptualized by the participants in this instance, as it reveals the parents’ 
perspective of ADHD-related difficulties (Creswell, 2003:181; Cozby, 1997:78; 
Rosnow & Rosenthal, 1996:74).   
 
 
 
 176
4.5.1 Philosophical foundation 
 
Neuman (2005:62) mentions three main paradigms used by researchers in 
their investigations, namely the positivistic, the interpretive and the critical 
paradigms.  In this research study, the interpretive and critical theories are 
applicable, because the researcher will be directly involved with the 
respondents and their everyday lives, trying to understand and emancipate 
them.  In this manner, the study will endeavour to highlight the value of the 
many constructs and meanings that individuals attach to their life experiences 
and how they form their worldview, the latter of which results in observable 
behaviour, as stated by Goodman (1992:119).    
 
Positivistic theory attempts to test theory by assuming that reality is 
objectively given and that it can be described by measurable properties, which 
are independent of the researcher (Orlikowski & Baroudi, 1991:5).  As the use 
of a positivistic approach would require a certain detachment on the part of 
the researcher, which would not be appropriate in this case given the nature 
of this study, the interpretive and critical theories were deemed more suitable, 
as suggested by Babbie (2006: 14) and Kincaid (1995:14). 
 
The interpretive theory has its basis in hermeneutics and phenomenology 
and assumes that access to reality can only be achieved through social 
constructs such as language, consciousness and shared meanings.  Thus 
phenomena are interpreted through the meanings that individuals assign to 
them (Walsham, 1995: 376).   
 
This means that significance is assigned to logical meaning, by the translation 
provided by the researcher’s elucidation (Neuman, 1997:335; McMillan & 
Schumacher, 1993:373).  Accordingly, this research study focuses on the 
experiences of its participants, allowing for a better understanding of their 
daily ADHD-related problems and difficulties, as illustrated by Babbie 
(1992:92-93), in an attempt to assign a deeper understanding to its content. 
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The parents are encouraged to ask their children how they felt at a certain 
point of a given exchange, whether they regarded the outcome fair or not, and 
how they were feeling inside at the time of the said exchange.  This aspect of 
active observation is also known as empirical phenomenology (Babbie & 
Mouton, 2001:76; Struwig & Stead, 2001:222; Creswell, 1994:12; McMillan & 
Schumacher, 1993:375-376).  Active observation forms one of the main 
aspects of this study, as it allows the researcher to look at the respondents’ 
circumstances through their perspective (Struwig et. al., 2001:12; Denzin et. 
al., 2003:11).   
 
The critical theory purports that reality is based in history, which is created 
by people and that, although they can change their political, economic and 
social circumstances, their ability to do so is somewhat determined by 
cultural, social and political influences (Hirschheim & Klein, 1994: 83).  
Although the main aim of critical research theory is seen as being one of 
social critique, its main objective is to emancipate people, by helping them to 
change and improve their own circumstances (Neuman, 2005: 74).  Thus, by 
utilising a critical approach to this study, each individual situation may be 
examined, revealing the underlying aspects that influence each separate 
relationship.  This will enable the researcher to evaluate each separate need 
and difficulty, providing a better opportunity to formulate more efficient ways 
with which to deal with specific difficulty-causing behaviours.  The interpretive 
and critical approaches provide this study with a qualitative and evaluative 
nature. 
 
4.5.2 Qualitative paradigm 
 
The views and experiences of the respondents will be gathered by the means 
described above, forming the qualitative paradigm’s holistic foundation.  This 
will lead to a better understanding of the participants’ ADHD-related 
difficulties, as illustrated by Creswell (1994:1) and McMillan & Schumacher 
(1993:373).  As this study will be carried out in the form of a field research, it 
will be qualitative and descriptive in nature (Neuman, 2005:22).  Qualitative 
research gives the study an exploratory and evaluative character, as it 
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requires direct involvement with the participants  (Le Voi, 2002:160).  This will 
be appropriate and efficacious in this instance. 
 
The investigative processes to be carried out in this study will facilitate the 
understanding of ADHD-related behaviour and the difficulties experienced by 
the parents of ADHD-diagnosed children (Creswell, 2003:198; Mouton, 
2002:161; Eisner, 1998:21-23; Lincoln & Guba, 1985:40) in a way that no 
other form of research can do more efficiently.  The participants’ experiences 
will be reported in the form of case studies, in line with most field research 
which, starting with a general idea that later develops into an a probing, 
observational study, resulting in qualitative data (Neuman, 2005:32).    
Qualitative research provides a glimpse at the reasons behind a specific 
behaviour or reaction, emphasizing the significance that events have for those 
who experience them (Creswell, 2003:169, 205; Eisner, 1998:35). It is 
therefore both descriptive and interpretive, perspicuous characteristics, 
suggested by Maykut and Moorhouse (1994) as relevant to qualitative study. 
 
4.5.3 Naturalistic and contextual nature 
 
Yin (2003: 7) and Wisker (2001:140) state that naturalistic research is 
contextual in nature because it requires constant investigation of daily events, 
in the study’s natural environment, which should be taken at face value.  As 
such, a naturalistic, contextual research method requires direct contact with 
respondents in their natural environment, it necessitates that each difficulty be 
systematically dealt with in turn, examining all the circumstances that lead to 
each one (Cozby, 1997:82; Rosnow & Rosenthal, 1996:73-77).   
 
As naturalistic research also makes comparisons between difficulties that are 
experienced by individuals and contrasts these with their experiences in 
similar instances (Skocpol & Somers, 1980:178), the researcher attempted to 
ascertain whether this was also true of the participants in this study by using 
the Coping Skills Programme This helped to bring clarity to each 
circumstance and difficulty, making the selection of coping skills more efficient 
and direct.   
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In the process of this research study, the naturalistic and contextual 
characteristics are evident in the fact that the researcher worked directly with 
the participants.  During these one-on-one sessions, the participants were 
encouraged to describe their personal ADHD-related experiences.  In line with 
naturalistic, contextual research, observation of the interaction between the 
various members of the family also took place, when circumstances 
permitted. 
 
4.5.4 Descriptive disposition 
 
Descriptive research depicts detailed information of relationships between 
people and situations in their specific social settings (Creswell, 2003:199; 
Holloway & Wheeler, 2002:285; Neuman, 1997:19; Bogdan & Biklen, 
1992:30-31).  This research study can be said to be descriptive, because it 
portrays the participants’ reality from their specific perspective, relating their 
experiences in descriptive written form (Babbie & Mouton, 2001:80; Struwig & 
Stead, 2001:8; Wisker, 2001:118).   
 
The data in this study was captured using descriptive means in the form of 
reports, which were written as closely as possible to the form in which the 
participants provided it.  These reports will then be presented in written form, 
as case studies, instead of numerically, as is the case in quantitative 
research, to provide the necessary evidence of the effectiveness of the 
Coping Skills Programme. 
 
4.5.5 Exploratory character 
 
Although exploratory research has few explicit guidelines, is not well defined 
and often changes the direction of its inquiry.  It is a very flexible way of 
studying children-related issues such as, in this case, ADHD-related family 
difficulties (Neuman, 1997:19-20).  Exploratory research attempts to examine 
aspects that have not been greatly explored before (Jorritsma & Jansen, 
2004; Wisker, 2001:119; Mouton, 1996:103), i.e. such as the use of coping 
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skills, in the form of a specific, self-contained programme, in the management 
of ADHD-related behaviour, especially in South Africa.   
 
The chosen approach for this study was carefully selected in order to organize 
the acquired information in a way that will facilitate systematic enquiry.  The 
exploratory character of a qualitative research study might also help to clarify 
the feasibility and direction of further research in the area of ADHD-related 
behavioural management (Rosnow & Rosenthal, 1996:15).  In this study, the 
researcher chose an exploratory research approach, assuming it might create 
a greater awareness for the need to use coping skills in the behaviour 
management of ADHD-diagnosed children and as a means of on-going 
management.  Thus the researcher, attempted to familiarize herself with the 
basic issues that concern the selected participants, by using an exploratory 
stance, while at the same time developing a balanced conception of the real 
difficulties at hand.  This may provide added insight for future research in this 
field. 
 
4.5.6 Inductive inference 
 
Unlike deductive inference, that begins with a general assumption and 
gradually moves to a more specific idea, inductive inference starts off with the 
specific and gradually arrives at broader conceptualisations.  Although 
observations are detailed to begin with, ideas and generalizations become 
more abstract as time progresses and as concepts become refined and initial 
relationships are identified (Mouton, 2002:110; De Vos, 1998:242; Neuman, 
1997:46; Bogdan & Biklen 1992:31).  As this happens, a new theory begins to 
form and new strategies for study are created, as the researcher makes 
inferences from logical premises to arrive at the final conclusions. 
 
Inductive inference in this instance means that the researcher began with the 
specific difficulties faced by the parents of ADHD-diagnosed children and 
then, through dialogue and observation, the researcher gradually moved to 
the assumption that a programme of behaviour modification might help such 
parents deal more effectively with ADHD-related difficulties (Neuman, 
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1997:46; Fitchen, 1991). The assumption was that the programme would 
provide appropriate skills to deal with ADHD-related difficulties, by following a 
sequence of fact-finding exercises that would help the parents to focus on 
each problem and difficulty individually and deal with each in a more 
appropriate and efficient manner.  This assumption provided the necessary 
foundation for the manner in which the exercises were carried out and for the 
development of the necessary skills and was the basis of the implementation 
of the Coping Skills Programme. 
 
4.5.7 Holistic picture 
 
As with any type of research it is important of take all aspects of the study into 
consideration within their appropriate context.  A holistic study in one that 
endeavours to take into account all the aspects that may influence the 
individuals and/or aspects being studied (Babbie, 1992:483-493).  The holistic 
representation searches for an understanding of the whole as more than just 
a sum of all its parts, aiming to obtain as complete a picture as possible from 
the gathered data and thus see the complete picture and not only what seems 
apparent (Creswell, 2003:182; Denzin & Lincoln, 2003: 57; Wisker, 2001:98).  
 
To this end, the family life of the participants was investigated in each case 
and each relationship evaluated according to all the aspects that might affect 
it favourably or adversely.  In order to effectively evaluate the effectiveness of 
the Coping Skills Programme, implementation was carried out taking into 
account socio-economy, culture, geographical situation, ambient, age, sex, 
education, and race, as these may directly affect ADHD-related behaviour. 
 
Social aspects related to relationships between the different members of the 
family, educational aspects, religion and leisure aspects, were all dealt with in 
turn, in order to provide as complete a picture as possible of the spectrum of 
the difficulties experienced.  The programme was presented to all participants 
equally, however, their individual interpretation of how the programme’s 
content should be used, differed dramatically.  These differences in 
interpretation were not primarily based on socio-economic structures, but 
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rather on cultural issues and personal views.  This will be elaborated upon in 
more detail in Chapter Six.  
 
4.5.8 Interpretive inclination 
 
One of the characteristics of qualitative research work is its interpretive value 
(Creswell, 2003:182).  This alludes to the fact that the researcher’s data 
interpretation is made on the basis of his/her interaction with the participants 
during the study process.  It is also indicative of the fact that such 
interpretations are almost certainly based on the experiences described by 
the participants during the study.  Close study of individual experiences, in 
their diverse contexts and describing the uncovered personal meanings given 
by each individual, affords the researcher a deeper understanding of the 
issues under study (McMillan & Schumacher, 1993:373; Neuman, 1997:335). 
 
In this instance, the parents participating in this study were asked about their 
difficulties regarding the management of their ADHD-diagnosed children’s 
behaviour.  During their interaction with the researcher the children were 
observed, in order to understand more clearly their frustrations and the 
aspects that lead them to their overt behaviour.  Where possible, the 
participant children were asked questions about their feelings and 
understanding of what took place in various situations, i.e. the children were 
asked what they learned, after instances of verbal exchange or 
reward/punishment.  This was done to afford the researcher an opportunity to 
make valuable inferences and interpretations regarding significant instances 
and issues.     
 
4.6 RESEARCH METHODOLOGY 
 
Research methodology refers to all the methods used to obtain the knowledge 
needed to carry out the study.  Each concept is related to its own methods of 
study.  In this instance the nature of this study is such, that it requires that the 
researcher become involved in the day-to-day life of the respondents.  For this 
reason the ideographic model of explanation was chosen.  This method of 
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study aims to understand particular events, by using all pertinent fundamental 
factors (Neuman, 2005:69-71; Babbie, 1992:70).   
 
4.6.1 Ideographic research method 
 
Ideographic means that the research is interpretive and therefore provides 
only a symbolic representation of reality.  Although it is still rooted in the 
everyday reality of those being studied, it gives detailed descriptions devoid of 
abstraction (Neuman, 2005:71; Reeler & Davey, 1991:121). Ideographic 
research focuses on the individual and is carried out by means of interviews, 
by means of observation of overt behaviour, by studying the dynamics of 
family and social interaction, by psychological testing and by cataloguing of 
memories, feelings and perceptions by means of field notes (Reeler & Davey, 
1991:122). 
 
In the case of this research study, interviews with the parents and observation 
of the children were carried out in the researcher’s office.  The relevant 
professionals prior to the commencement of the study carried out the 
psychological testing of the children.  The children’s schools recommended 
these tests.  The recording of memories, feelings and perceptions were done 
by the parents, prior as well as during the course of the programme. These 
aspects helped to provide the researcher with a clearer view of the problems 
and difficulties faced by the parents in the cases used for this research 
investigation (Yin, 1992:97-114) and will allow the reader to examine the kinds 
of interactions that exist between the various family members, as suggested 
by Creswell (2003:8). 
 
4.6.2 Sampling  
 
Sampling is the process a researcher uses to gather people, places or things 
to study.  Samples are generally smaller sub-parts of the bigger picture 
relating to the study being carried out.  The sampling frame to be used for the 
research needs to be appropriate, because this process helps to eliminate 
error or bias (Neuman, 1997:203; Babbie, 1992:108). There are two basic 
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approaches to sampling: non-probabilistic and probabilistic. Neuman 
(1997:201) mentions various types of sampling, which fall into these two 
categories, namely: probability and non-probability, designated as shown in 
Table 4.1.   
 
 
Table 4.1: Types of samples (Neuman, 1997:205)  
 
 
 
 
 
 
 
 
 
 
NON-PROBABILITY    
  
 
Haphazard: Selects anyone who is 
convenient 
 
Quota: Selects anyone in predetermined 
groups 
 
Purposive: Selects anyone in a hard-to-find 
target population 
 
Snowball: Selects people connected to one 
another 
PROBABILITY    
 
 
Simple: Selects people based on a true 
random procedure 
 
Systematic: Selects every quasi-random 
person 
 
Stratified: Randomly selects people in 
predetermined groups 
 
Cluster: Takes multistage random samples 
in each of several levels 
 
Patton (1990: 169-183) also identifies various types of purposeful sampling; 
among them is convenience or haphazard sampling.  This method looks for 
information-rich cases to study in detail and was therefore chosen as the 
preferred method for this research.  As the rationale behind this research 
study was to assess the implementation of the Coping Skills Programme, a 
small representative group was sufficient for illustration purposes.  Thus a 
non-probabilistic approach was decided upon and an availability, purposive 
sample chosen in order to obtain rich information. 
 
4.6.3 Sampling procedure 
 
Participants in this study came from real cases who sought help regarding the 
management of ADHD-related issues and difficulties, and who were referred 
to the researcher by their doctors and also by the schools who took part in the 
initial needs analysis enquiry (Gomes, 2004: 14).  This means that this 
research study’s population sample can be said to be purposively chosen.  
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Struwig and Stead (2001:115) make mention of two disadvantages pertaining 
to availability sampling, which will also be applicable to this research study.  
The first is that variability and estimate bias cannot be measured or controlled, 
and the second is that generalising data beyond the sample group is 
inappropriate. 
 
The following criteria was considered for this research study’s purposes: 
 
• Will the three families chosen for the case studies adequately 
represent the population? 
• Will the sample and the population it was taken from relate directly to 
the problem statement of the study, as mentioned by Mauch and Birch 
(1993:122) and Lincoln and Guba (1985:40)? 
• Do the participants have ADHD-diagnosed children? 
• Are these children only children or do they have siblings? 
• Is there more than one child diagnosed with ADHD in each family? 
• Does the sample consist of children from both genders? 
• To which socio-economic level of the population are the participants a 
representation of? 
• Are the various language groups represented by the participants in this 
research study? 
• Are the participants couples or single parents? 
 
The participants in this research study all have one aspect in common, in that 
they all have ADHD-diagnosed children with varying degrees of behaviour 
difficulties and levels of hyperactivity.  Their privacy and anonymity will be 
upheld throughout this research study, in accordance with ethical 
requirements. 
 
The age range of the children in the group that took part in the implementation 
of the Coping Skills Programme provided a fairly good estimate of the 
potential efficacy of such a programme.  According to Levine (2002:30-35), 
Grades 1 to 4 provide the child with a scholastic foundation that is needed for 
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future education, as these grades offer a wide range of areas where problems 
related to ADHD can arise, and studies show that such ADHD-related 
problems may seriously hinder learning (Sudesh, Hall, Wong & Keys, 1992: 
371).  The individuals who took part in the implementation of the Coping Skills 
Programme however, came from grades 0 to grade 8.  This was especially 
helpful with the observation of behaviour modification directly related to the 
programme’s implementation. 
 
The child’s foundational years require high levels of concentration, motor 
coordination, spatial perception, good language command, memory skills, 
ability to think sequentially, as well as good social skills and higher order 
thinking ability (Levine, 2002:190).  This fact was a good platform with which 
to test the efficacy of the Coping Skills Programme, because of its adaptability 
and flexibility.  These characteristics of the programme make it an ideal tool to 
manage the ADHD-diagnosed child’s unique needs and difficulties.  Tthe 
wider age group on the other hand, provided the researcher with the 
opportunity to show that perhaps this programme may be able to provide 
helpful skills for the needs of older individuals as well.  Still, much more 
research will be needed to address the aspect of the Coping Skills 
Programme’s efficacy in helping older individuals. 
 
Participants were all from middle-class backgrounds, Caucasian, both 
Afrikaans and English speaking.  The children attended mainstream schools, 
as well as special schools for the disabled, while some were being home 
schooled.  This provided the opportunity to evaluate the inference that given 
the appropriate coping skills, ADHD-diagnosed children’s home and 
scholastic difficulties could be significantly minimised. The following is a 
graphic representation of the participants’ biographical information. 
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 Table 4.2: Brief overview of the case study participants’ biographical information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Parents Children 
Case 1: 
• Both parents  
• Aged early 30’s  
• Both 
professionals 
• Equally 
committed to 
their family 
 
 
 
Case 2: 
• Both parents 
• Aged mid 30’s 
• Business 
proprietors 
• Father more 
committed to 
family’s 
wellbeing  
 
 
Case 3: 
• Both parents 
• Aged early to 
mid 40’s 
• Both 
professionals 
• Mother over- 
committed, 
father 
uncommitted 
 
• Afrikaans home 
language 
• Upper-middle class 
socio-economic status 
• Problems with 
discipline, medication, 
communication, marital 
problems 
 
 
 
• Dual language home 
• Middle class socio-
economic status 
• Problems with view of 
discipline, school 
issues, child’s 
immaturity, marital 
problems 
 
 
 
• English home language 
• Upper-middle class 
socio-economic status 
• Problems with 
discipline, over- 
indulgence, paternal 
disconnectedness, 
maternal over-
connectedness, marital 
problems 
 
• A girl aged 7 
(diagnosed 
with ADHD) 
• A boy aged 3 
(ADHD-
undiagnosed) 
 
 
 
 
 
• A boy aged 8 
(diagnosed 
with ADHD) 
 
 
 
 
 
 
 
 
• A girl aged 16 
(ADHD-
undiagnosed) 
• A girl aged 14 
(diagnosed 
with ADHD) 
Description 
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4.6.4 Data collection 
 
The information gathered by researchers during a research study, is referred 
to technically as data.   The data gathering process, also known as 
instrumentation, is a crucial element of research, as the conclusions of the 
study are based on what is revealed by the data (Fraenkel & Wallen, 
1990:89).  The following are some examples of ways in which data may be 
gathered during qualitative research (Creswell, 1994: 148).  Data may be 
gathered through: 
 
• Interview transcripts; 
• notes from diaries and journals provided by participants; 
• field notes of observations; 
• reports from doctors and/or other assessors; 
• demographic information regarding age, gender, religion and culture. 
• clearly demarcating the boundaries of the study; 
• by devising a way of recording obtained information. 
 
In view of the fact that this is a qualitative research study, the data for this 
study was collected by means of phenomenological interviews, observation, 
an audit trail and finally the trial implementation of the resultant Coping Skills 
Programme, which resulted in the compilation of case studies that will be 
used as evidence for this study. 
 
During the phenomenological interviews, and without the children present, the 
parents were encouraged to speak openly about the topic, without much 
prompting from set questions (Holloway & Wheeler, 2002:34; Mouton, 
2002:105; Struwig & Stead, 2001:87; Wisker, 2001:168).   Creswell (2003: 17; 
181) also mentions this important aspect of naturalistic interviewing.  Allowing 
the parents to speak freely and spontaneously indirectly lessened the 
researcher’s influence upon the thoughts and reactions of the participants, as 
may have been the case had the interviews been lead by pre-set questions 
alone.  The interview was allowed to continue until no new information was 
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forthcoming (Willig, 2001: 138; Flick, 1998:66). The researcher also met with 
each child in order to observe the family’s members interactions.   
 
Neuman (1997:32) explains that detailed field notes taken during field 
research can be evaluated and refined and later compiled into a 
comprehensive report.  Thus, the notes gathered during interaction with the 
participants, were finally compiled into an explanatory and descriptive 
narrative, which will culminate in a series of case studies that will serve to 
support the findings of this research study (Yin, 2003:27; Kreuger & Casey, 
2000:105, 122; Newman, 2000:366-370).    
 
A comprehensive audit trail file was generated from all the data gathered.  
Such summaries help to validate the evidence necessary for the purposes of 
studies such as these and, as indicated by Yin (2003:27), Brown, (1996:47) 
and Duffee and Aikenhead (1992:493), provide a sense of context and help to 
minimise any aspects that might otherwise affect the research design. 
 
4.6.5 The role of the researcher 
 
As the main instrument of data collection in qualitative research (Creswell, 
1994:145), the researcher remains the most important element of any 
research study.  His or her role in qualitative research is that of facilitator, 
evaluator and data recorder (Holloway & Wheeler, 2002:15-17; Mouton, 2002: 
100; Struwig & Stead, 2001: 145).  A naturalistic researcher needs to adhere 
to the following characteristics of qualitative research: 
 
• To try to observe, describe and interpret settings as they present 
themselves; what Patton (1990:55) calls emphatic neutrality; 
 
• behave as the human instrument of data collection 
(Patton,1990:55); 
 
• make use of inductive analysis; 
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• use descriptive reporting, incorporating expressive language and as 
put by Eisner (1991:36), the presence of voice in the text; 
 
• make use of the interpretive quality of qualitative research, by 
discovering the meaning that events have for the participants and 
providing adequate interpretations thereof; 
 
• look for the idiosyncratic and the pervasive nature of each case i.e. 
the peculiar and persistent occurrences that exist in each situation; 
 
• focus on the prevailing processes, as well as the results of the 
research; 
 
• ensure that the study maintains its credibility, transferability, 
dependability and corfirmability throughout (Strauss & Corbin, 
1990:150; Lincoln & Guba, 1985: 300). 
 
Moreover, a naturalistic researcher needs to develop a level of skill 
appropriate for the task of retrieving and interpreting the data, by remaining 
empathic, sensitive and unbiased (Poggenpoel & Myburg, 2003: 418; Strauss 
& Corbin, 1990:42). Furthermore, the researcher has to prepare an adequate 
research design that makes use of accepted strategies for qualitative inquiry 
(Eisner, 1991: 39; Lincoln & Guba, 1985: 39).   
 
4.6.6 Data analysis 
 
According to Mouton (2002:108), ‘analysis involves breaking up the data into 
manageable themes, patterns, trends and relationships’.  This necessitates 
that transcriptions of all the recordings carried out be transcribed (Holloway & 
Wheeler, 2002:236).  Furthermore, Bogdan and Biklen (1992:124) mention 
that qualitative data need to be coded, by means of categorisation.  Analysing 
all the details collected from the field notes and reports, as well as the 
interviews and observations (McMillan & Schumacher, 1993:486), allows the 
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researcher to organise the data into more manageable sections, making 
obvious any repetitions or errors that might occur (Bogdan and Biklen, 
1992:166). 
 
In order to prevent confusion between the researcher’s views and personal 
experiences and the viewpoints and experiences of the participants, Holloway 
and Wheeler (2002:118) suggest that the researcher “bracket” his/her views 
when writing reports. Creswell (2003:15) agrees, saying that when the 
researcher does this, the experiences and views of the participants become 
more clear and salient, suggesting transparency and an avoidance of pre-
judgement on the part of the researcher (Creswell, 1998:52; Lemon & Taylor, 
1997:227). 
 
According to literature (Robson, 1993:401; Strauss & Corbin, 1990:57), the 
following aspects may be used to analyse data: 
 
• The frequency of data occurrence may be counted, categorised and 
measured; 
• recurrence of themes and sub-themes (difficulties and their effect in 
this instance) may be noted; 
• groups (cases in this instance) that present similar characteristics 
may be placed together; 
• finding similarities between variables (experiences in this instance) 
whenever possible; 
• developing a linkage between (experiences) variables; 
• connecting findings to a broader picture or framework. 
 
Sufficient time needs to be allocated to complete an adequate analysis, as the 
intricate process is lengthy (Holloway & Wheeler, 2002:235; Struwig & Stead, 
2001 119).  The following stages are usually followed in the analysis process: 
 
• Transcription of recorded material; 
• sorting, organising and ordering data; 
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• reviewing gathered material; 
• coding and categorising of data; 
• theme and sub-theme (difficulty and urgency thereof) building; and 
• description of phenomena. 
 
For the purposes of this study, the researcher followed the following steps in 
line with what has been suggested by Creswell (1994:155): 
 
• Data was collected over the period of the programme’s 
implementation, by means of a thorough literature study, interviews 
and observation; 
• each in-depth interview’s script was analysed and notes made of 
the underlying meanings that surfaced; 
• the different difficulties were marked in different colour ink to make 
it easier to identify; 
• descriptive categories were also clustered together and noted using 
different colours; 
• once the process was completed, the difficulty categories were 
listed in order of priority (as in this instance difficulties were being 
dealt with in order of seriousness); 
• the data was rechecked against the coding. 
 
The same documents were also analysed by an independent qualitative 
researcher, in order to ascertain whether difficulty similarities were found and 
could be confirmed.  This method of confirmation of analysis results ensured 
the reliability of the data analysis process according to the research 
processes mentioned in similar studies (Willig, 2001:81; Creswell, 1998:202; 
Flick, 1998:51; Straton, 1997:116). 
 
4.6.7 Literature study 
 
A literature review needs to be carried out because it is logical to assume that 
accumulated information aids in laying the foundation of any research study 
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(Vivar, McQueen, Whyte & Armayor, 2007: 60; Neuman, 2005:88-90).  Thus, 
a wide variety of available literature, in the form of scientific books and 
research articles in scientific journals were used and critically reviewed to 
determine relevant key elements pertaining to other research that might have 
been carried out regarding this aspect.   
 
The data gathered from the literature is integrated into this research study as 
a conceptual framework.  This review also helps to provide further evidence of 
the need for a supplementary mode of behaviour modification to help parents 
of ADHD-diagnosed children to manage ADHD-related difficulties (Patton, 
2002: 485). 
 
4.6.8 Measures to ensure the trustworthiness of the research 
 
Trustworthiness is seen as an indication of methodological reliability and 
soundness in qualitative research (Holloway & Wheeler, 2002:235; Babbie & 
Mouton, 2001:276; McMillan & Schumaker, 1993:481).  This is comparable 
with the aspects of reliability and validity of quantitative research (Creswell, 
1998:193).  Showing the trustworthiness of a research study, according to 
Lincoln and Guba (1985:290), illustrates the researcher’s ability to persuade 
the reader that the research findings are reliable, important and worth 
considering.   
 
As there appears to be a slight argument in literature regarding the 
comparison of terminology used to describe trustworthiness between 
qualitative and quantitative research, Lincoln and Guba (1985:300), have 
provided a substitute and equivalent set of criteria that may be used to 
evaluate qualitative research.  An example of Lincoln and Guba’s  (1985:300) 
equivalent set of criteria is depicted in Table 4.2 below: 
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Table 4.3: Comparison of criteria for evaluating the quality of 
quantitative versus qualitative research (Lincoln & Guba, 
1985:300) 
 
 
Conventional terms 
Internal validity 
External validity 
Reliability 
Confirmability Objectivity 
Dependability 
Transferability 
Credibility 
Naturalistic terms 
 
 
 
 
 
 
 
 
 
Although the conventional and naturalistic terms are different, they serve the 
same purpose in their respective research methods.  Not all researchers 
accept the above-tabled criteria however.  Some say that terms used by 
naturalistic researchers are exactly the same as the conventional ones and 
that such terms only serve to show that naturalistic research is nothing more 
than the researcher’s interpretation of how others perceive their own 
experiences (Smith & Heshusius, 1996:6-9).  In their view, the naturalistic 
researcher’s evaluative criteria are still unacceptable, inadequate and 
insufficient.  Like Lincoln and Guba (1985:300) however, Strauss and Corbin 
(1990:250) state that redirecting of old criteria is necessary in order to fit the 
same calibre of evaluation into the realities of qualitative research.  The next 
few paragraphs briefly describe and explain each criterion as seen by Lincoln 
and Guba (1985): 
 
4.6.8.1 Credibility 
 
Lincoln and Guba (1985:294) argue that the naturalistic researcher tests the 
adequate representation of multiple realities by using credibility as the test.  
Its equivalent, internal validity or ‘truth value’ (McMillan & Schumacher, 
1993:157) is traditionally used in research, to describe how accurately reality 
is depicted in the findings. Nevertheless, credibility is much more dependent 
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on the analytical ability of the researcher and on the complexity of the 
gathered information, than it is on the size of the group being studied 
(Krefting, 1991:214-222).   
 
There are various ways in which data can be assessed for credibility, such as 
triangulation for example.  Triangulation is the term used to refer to the use of 
a number of different research methods to test the same finding.  This is done 
in an attempt to reflect, as closely as possible, the method of enquiry, due to 
the fact that each research method has certain strengths and weaknesses 
(Babbie, 1992:109).  Patton (1990:59) mentions four types of triangulation 
methods that may be used in research studies:  
 
• Methods triangulation;  
• data triangulation;  
• multiple analysis triangulation; and  
• theory triangulation.   
 
One other way to test credibility according to Lincoln and Guba (1985:313-
316) is to use ‘member checks’, whereby respondents are asked to confirm or 
refute findings gathered. 
 
In this study, credibility was ensured by means of field notes taken during 
interviews and observation, the reports of which were then verified by the 
participants for accuracy.  All raw data pertaining to this study has been kept 
in an audit file that may be compared with the eventual findings. An 
independent coder was used to verify all coding and a consensus meeting 
was held to confirm the results.  These measures, together with an in-depth 
literature control, helped to ensure that credibility was observed in this study. 
 
4.6.8.2 Transferability  
 
In ordinary research study, the ability to transfer findings across different 
settings is known as external validity.  This means that there needs to be an 
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exchange of specific internal and external validity according to Lincoln and 
Guba, (1985:110-111), i.e. in order to make applicable transfers to multiple 
contexts, only certain aspects of each context may be included.   
 
According to Lincoln and Guba (1985:111), in naturalistic research, the 
transferability of findings to other situations is dependent on the similarity 
between the situations in question.  This is also sometimes referred to as 
applicability (Holloway & Wheeler, 2002: 286; Babbie & Mouton, 2001:277; 
Struwig & Stead, 2001:145; Krefting, 1991:216).  Struwig and Stead 
(2001:145) refer to applicability as important ‘internal generalisability’ that may 
be used to describe people or groups with special of unique attributes (Ah 
Hing, 2006:89). 
 
 Researchers use different terminology to refer to the same processes, some 
examples may be found in Stake (1978:6) who describes transferability as a 
“naturalistic generalization” and in Patton (1990:489) who refers to the same 
process as “extrapolation”, while Eisner (1991:205) refers to it as “…a form of 
retrospective generalization that can allow us to understand our past and 
future experiences in a new way.”  Regardless of their differing expressions, 
transferability still remains a means of comparison for different analogous 
instances. 
 
 In order to attain transferability or applicability (Krefting, 1991:216), this 
research study was carried out following a purposive and availability sampling 
strategy in the selection of participants, as these, being parents of ADHD-
diagnosed children, offered information-rich cases that could be studied in 
depth.  The study also provided a full, detailed and accurate description of the 
methodology followed in this research study, referred to by Krefting (1991: 
220) as ‘thick description’, by using the participants’ version and detailed 
descriptions of their personal experiences.   
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4.6.8.3 Dependability  
 
In conventional research, dependability is also referred to as reliability, which 
Lincoln and Guba (1985:316) sum up thus: “Since there can be no validity 
without reliability (and thus no credibility without dependability), a 
demonstration of the former is sufficient to establish the latter.”  This implies 
that the study’s findings are consistent and accurate (Holloway & Wheeler, 
2002: 255; Babbie & Mouton, 2001:278).  Lincoln and Guba (1985:317) 
suggest that another way that a qualitative study’s dependability might be 
increased is by means of an inquiry audit, also referred to as ‘audit trail’, 
whereby reviewers evaluate both the study’s research process and the 
research’s end result for uniformity.  Such an audit trail may also help to carry 
out a similar research studies in the future. 
 
Kirk and Miller (1986:42), in comparing traditional with qualitative research, 
point out that ‘issues of reliability (dependability) have received little attention 
from qualitative researchers’, saying that the latter are more intent on 
obtaining greater credibility in their work.  Their argument is captured in 
Lincoln and Guba’s (1985:316) statement that ‘ since there can be no validity 
without reliability, a demonstration of the former is sufficient to establish the 
latter’. 
 
For the purposes of this study, dependability was ensured with the 
appropriate recording and cataloguing of all the raw data in the form of an 
audit trail file that has been set aside and made available for crosschecking.  
In addition, the research process, data compilation and findings, inferences, 
limitations and suggestions were supervised and controlled by a supervisor 
and a co-supervisor on a continual basis.  The research method chosen for 
this study was observed throughout and all the data collected was preserved.  
 
4.6.8.4 Confirmability  
 
As with the other terms before, i.e. credibility, transferability and dependability, 
confirmability is also a word of choice used by the researcher that is 
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synonymous of objectivity.  The argument in this case is that, because 
qualitative research in nature cannot be completely objective, as the findings 
are dependent on interpretation and therefore subjective by nature. 
Confirmability, also known in research as neutrality (Struwig & Stead, 
2001:124) refers to a complex process whereby the data confirms the 
research findings, suggestions and elucidations, thereby determining the 
neutrality of the researcher, as mentioned in De Vos (1998:350). 
 
 Patton (1990:55-58) however argues that empathic neutrality, which he 
advocates as the replacement for objectivity, although seemingly 
contradictory is in fact apt, as empathy is shown by the researcher towards 
the people he/she meets and works with, while neutrality is what the same 
researcher employs when dealing with the findings of his research.  Thus the 
neutral researcher also strives to remain non-judgemental in his/her work 
processes.   Lincoln and Guba (1985:320-321) add that confirmability can be 
ensured through the use of an audit trail consisting of the raw data, the 
analysis, process and personal notes, and any other information acquired for 
the research purposes, such as reports and transcripts. 
 
The researcher in this undertaking has made every effort to remain impartial 
and neutral throughout the study, by “bracketing” personal opinions and 
personal observations and notions. The researcher attempted to remain 
neutral during emotionally charged situations by keeping in mind the scientific 
objective of the study.  Constant reviewing of the notes taken, transcriptions 
and audio material helped the researcher to maintain focus and neutrality.  
 
4.6.9 Ethical measures 
 
Ethics, for the most part, deals with what is deemed morally right and wrong in 
a certain procedure.  An acceptable code of conduct, as determined by 
scientific research requirements, needs to be adhered to by the researcher 
conducting the study (Mouton, 2002:238). 
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What needs to be ascertained therefore is: according to which criteria are 
right and wrong being measured?  Ethics may be defined as conforming to 
the standards of conduct of a given profession of group, or as morally correct 
or honourable behaviour.  Rosnow and Rosenthal (1996: 406) refer to this as: 
“the system of moral values by which behaviour is judged.”   
 
Given the above definitions then, one can safely say that the ethical behaviour 
of any researcher is to be based on the moral value fabric of the society under 
study, because the above definitions imply that what may be morally correct in 
one society may not be morally correct in another.  Thus it would be logical to 
assume that taking into consideration the general agreements shared by 
researchers regarding proper and improper research conduct in scientific 
enquiry, would be appropriate.   
 
Based on the guidelines provided by Babbie and Wagennar (1992:464), 
aspects such as consideration for the participants regarding honesty, 
participation choice, safety, anonymity and confidentiality have to be 
considered.  This applies to every element and every phase of the study.  
Researchers are under obligation and are responsible to adhere to the 
following with regards to ethics (Mouton, 2002: 238-245; Le Voi, 2002: 160-
163; Mauch & Birch, 1993:45-47): 
 
4.6.9.1 Professional ethics 
 
Studies have been conducted that examine what professional ethics entail 
and whether the same rules apply to research ethics (Iosifovich & 
Vaganovich, 2007:75; Harper & Jimenez, 2005: 10).  From these studies,  one 
can conclude that professional ethics do not depend on one isolated aspect, 
but rather on a variety of elements, each of which influences the ethical code 
according to acceptable social rules.  Mouton (2002:239-241) speaks of 
‘epistemic imperative’, a term that refers to the researcher’s moral obligation 
to find truth and knowledge in what is being studied, while remaining neutral 
and showing integrity throughout the research. 
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The naturalistic researcher needs to be aware of all prevalent ethical issues, 
because even though the researcher is in essence a scholar, there is still a 
need for him/her to conduct all research in a professional, caring manner.  
Regarding the participants in this research study, aspects such as personal 
space, privacy, confidentiality and morality were observed and respected.  
The same is true regarding their social and personal environment.  Social law 
and tradition needs to be observed and respected in all its facets, such as 
intellect, religion and culture and the environment protected. 
 
4.6.9.2 Responsibility towards society 
 
The whole issue of ethics also revolves around the aspect of social 
responsibility and how best to evaluate it.  Social responsibility remains a 
relevant issue where social welfare must not in any way be sacrificed in the 
name of research, but protected along with its members.  Concerning social 
responsibility then, it seems appropriate for the researcher to ensure that 
there be no room for deception, by disclosing all his/her intentions and plans 
for the study to the respondents.  Integrity is also required when publishing 
field reports, so that the privacy, moral rights and confidentiality of those 
involved is upheld and remains intact (Neuman, 1997: 376). 
 
4.6.9.3 Protection of the environment 
 
In instances where research involves and focuses on the environment, in this 
case the ADHD child’s home environment, it is important that the researcher’s 
work remains non-invasive (Gomes, 2004, 30). By the same token, the 
participants’ external environment must be equally protected against any 
outside influences that might possibly happen as a result of the research 
study (Ah Hing, 2006: 95).    
 
4.6.9.4 Participants’ rights 
 
Participants, whether volunteer or otherwise, have a right to be informed of 
any aspects of the study that might bring them embarrassment, jeopardise 
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their home environment or their relationships.  It is the researcher’s 
responsibility to ensure that subtle dangers be observed and guarded against 
at all times and in all circumstances, as harmful psychological after-effects 
may occur as a result of research (Babbie & Mouton, 1992: 464-465). 
 
Rosnow and Rosenthal (1996:51), maintains that it is the researcher’s 
responsibility to ensure that the correct ethical conduct, appropriate for the 
research study being carried out, is followed and that the participants’ rights, 
such as the right to privacy, anonymity and confidentiality be upheld.  That 
their informed consent be acquired and that such participant not be harmed in 
any way whether physically, emotionally or psychologically.  Also part of the 
rights of the participant is the right to feedback.   
 
In this instance, when asked whether they would allow their stories to appear 
in this research study as cases studies, the participants agreed.  Throughout 
the study the identity, privacy and confidentiality of all the participants has 
been upheld.  This is specifically clear in the fact that all the participants’ 
names, their addresses and any reference to their place of work or school 
have been purposely omitted.  Also omitted were the names of their therapist, 
were applicable.  All participants were also informed of every aspect of the 
research study, from the data gathering to its presentation, and any questions 
the participants posed were answered.  Participants have been informed, 
were possible, of the progress of the study and have been allowed to review 
the information used that pertains to their own case.  
 
4.7 CONCLUSION 
 
This chapter elucidated upon the research problem, the aims of the research, 
and the demarcation of the field of study.  Details of the research design and 
the methodology were also given.  Also discussed were the aspects of the 
sampling procedure, criteria for trustworthiness and ethical measures that 
were used in this research process. 
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Chapter Five will present three case studies as evidence of both the 
effectiveness and shortcomings of a programme of behaviour modification, 
such as the Coping Skills Programme. 
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CHAPTER FIVE 
 
DISCUSSION AND INTERPRETATION OF CASE STUDIES 
 
 
 
 
5.1 INTRODUCTION 
 
The previous chapters presented a broad outline of the problems and 
difficulties related to ADHD and how these affect every aspect of an 
individual’s life.  Such difficulties slow down the natural processes of maturity 
and development, affecting every avenue of the individual’s socialisation. The 
theoretical perspective on Attention Deficit Hyperactivity Disorder presented in 
Chapter Two helped to put into perspective the issues that were presented in 
the chapters that followed. 
 
The family, its various types and child rearing styles, as well as the styles and 
strategies used in the learning processes of individuals, were expounded on 
in Chapter Three.  This chapter also examined the importance of behaviour 
modification in the management of ADHD-related issues and provided the 
reader with a detailed overview of the Coping Skills Programme and its 
intended use.   Chapter Four provided a detailed account of the research 
design and methodology, stating the research problems and aims and 
providing details regarding data gathering and analysis, as well as the 
trustworthiness of the research and the ethical measures applied.   
 
This chapter will focus on the presentation of the evidence gleaned from the 
implementation of the Coping Skills Programme, which will be done in the 
form of in-depth case studies specifically chosen for this end.  Prior to the 
implementation of the Coping Skills Programme, personal in-depth interviews 
were carried out with all the participants individually, that is, each family was 
interviewed separately in two interviews.   
 
The first interview was carried out with only the parents, in order to ascertain 
the level and type of difficulties being experienced, without exposing the 
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children to the level of scrutiny necessary for this study.  The second interview 
was carried out with the child present, in order to obtain an impression of the 
child’s temperament, level of communication, maturity level and ability to 
relate to strangers.   Both of these interviews helped the researcher to 
familiarise herself with each member of the family, their reactions to each 
other, as well as their ability to communicate with each other and with 
outsiders.   
 
Conducting the interviews in such a manner provided the researcher with a 
more precise mental picture of the child in question, helping to eliminate the 
unknown.  For instance, knowing what the child looks like provided a working, 
mental anchor as a point of reference for the researcher.  Seeing how he/she 
reacted to the unfamiliar helped to guide the researcher regarding how the 
child might react to other unfamiliar tasks, allowing a wider range of help 
variations and skills to be used by the parents in solving their difficulties.   
 
Watching the child react to and answer simple questions about his/her 
everyday life, the child’s friends and his/her dreams and fantasies, helped the 
researcher to form a more realistic mental picture of the child in question.  By 
the same token, observing the family interact together, even if for only a short 
while, provided the researcher with a starting point regarding each family’s 
interactions.  Factors such as the fact that the children were being introduced 
to a total stranger, the researcher, that the meeting place, the researcher’s 
office, was equally unfamiliar to the children and that the children were 
answering questions in the presence of their parents, a fact that might have 
influenced both what they answered and how they answered, were taken into 
consideration and noted. 
 
5.2 THEORETICAL BACKGROUND 
 
Researchers describe a case study as an empirical inquiry that studies an 
existing occurrence within its natural context, particularly when the boundaries 
between such an occurrence and its context are not clear (Yin, 2003:20).  
Such a study is understood to be a descriptive account of the behaviour, past 
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history and other relevant factors concerning a specific individual, occurrence 
or institution (Cozby, 1997: 310).   
 
Ghesquière, Maes and Vandenberghe (2004:171) and Rowley (2002:23) refer 
to the importance of case studies in the evidence gathering process, pointing 
out that case studies often play an important role in the three key data 
collection principles of triangulation, case study database compilation and the 
maintenance of an adequate chain of evidence.  Pimple (2007:5) and Yin 
(2003:5) refer to numerous types of case studies, such as illustrative cases 
usually found within textbooks and historical cases normally used to shed light 
on controversy.  They also mention journalistic case studies, written by 
journalists for mass consumption, commentary case studies, which are case 
studies usually followed by a varied number of commentaries, and dramatic 
case studies, which are presented in script form. Finally they refer to trigger 
tapes, which are case studies presented in video form and casuistic cases, 
that comprise several, related, short case studies that are used together to 
highlight subtle differences.  Any of these examples serve to help organise, 
understand and explain human experiences.   
 
According to Yin (2003:27); Bergen, While and Bergen (2000:926); Neuman 
(1997:331) and Smith (1988:1), the case study provides the researcher with 
the type of insight that is valuable for further research in the chosen field, as it 
provides information regarding relevant aspects that are usually presumed.  In 
the instance of ADHD-related behaviour, which is seldom noticed outside the 
home environment, the case study provides valuable insight that may be 
useful for further research in this field.  This is due to the fact that behaviour 
happens as a reaction to internal and external stimuli, i.e. behaviour happens 
as a cause-and-effect consequence in circumstances occurring at the same 
time or just prior to the behaviour manifestation.    
 
The case studies presented as part of this research study contain multiple 
aspects that are investigated individually, as each aspect affects and 
influences the original characteristics of each individual’s behaviour. These 
represent an invaluable source of information regarding the unique conditions 
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pertaining to each individual’s ADHD-related case.  The case studies that will 
be presented by this chapter of the research study were chosen according to 
the criteria previously set out in Chapter Four (4.6.2).  These case studies will 
be based on the aspects concerning three families’ histories, previous to the 
implementation of the Coping Skills Programme, their progress during the 
programme’s execution and what transpired afterwards as a result of the 
programme’s implementation.  The summaries and conclusions of these will 
be discussed in Chapter Six. 
 
5.3 PATICIPANTS’ INFORMATION 
 
The varying conditions of the three families used as case studies for this 
investigation were as follows: 
 
5.3.1 The participants’ need variations 
 
These children have similar needs, such as all having difficulty staying 
focused, curbing their impulses and controlling their temper, but because of 
the differences in age and gender, as well as their home background 
circumstances, their needs present in slightly different overt forms and pose 
different challenges.  Other contributing aspects were found in their medical 
history prior to the programme’s implementation, the age of the parents and 
their worldview.  All of these affect how the difficulties are perceived, which in 
turn affect the family’s problem-solving strategies. 
 
5.3.2 The way in which each family dealt with the challenges 
posed by the programme 
 
These three case studies show a spectrum of parental behaviours and  
emotional reactions to their children’s difficulties, which range from total 
hopelessness to utter frustration.  How these parents react to the daily 
challenges of dealing with their children’s difficulties, points to the 
effectiveness level of the programme and its potential to change desperate 
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circumstances into hopeful situations.  By the same token, the limitations of 
the programme at this early stage also become evident. 
 
5.3.3 The parents’ rate of involvement 
 
At the beginning of the implementation of the Coping Skills Programme the 
couples did not appear to differ from one another in any way other then their 
ages and the ages of their children.  As time passed, however, their differing 
rate of involvement became apparent, showing distinct affects to their 
children’s progress and success in overcoming their difficulties.  This will be 
explained in greater detail, in the case study reports, later in this chapter.  
 
 It needs to be mentioned here, that a fourth couple, who were to be included 
in this case study report, gave up their efforts and discontinued the Coping 
Skills Programme implementation due to lack of parental involvement and 
commitment.  The couple in question could not agree to resolve their personal 
differences of opinion regarding who should take the greatest responsibility 
during task completion.  They also could not agree on the content of the task 
reports they were writing.  As they stopped too early to affect any results to 
any meaningful extent, either positively or negatively, their example could not 
be used, although it is still valuable in helping to stress the importance of the 
mutual involvement of both parents.  Sadly, for this couple, proving their point 
of view to be right seemed more important than helping their child overcome 
her ADHD-related difficulties.  This little girl has been subsequently placed on 
Methylphenidate (Ritalin).  See Chapter Two (p 92) for more detailed 
information on the medical treatment of ADHD. 
 
5.3.4 The rate of success experienced by each family 
 
As time progressed, the reasons why the success rates varied from one 
family to another became evident.  Closer examination showed that parental 
involvement, differing attitudes between spouses towards one another, the 
parents’ communication skills and even their level of respect towards one 
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another are among the many aspects that affected the programmes’ outcome.  
This will become clearer in the case study reports. 
 
Sadly, not all the case studies have happy endings, but they do serve to 
illustrate the following: 
 
i. To what extent such a programme of behaviour modification is a 
helpful resource to parents of ADHD-diagnosed children;  
ii. that aspects, other than just the physiology of ADHD, are 
responsible for the intensity of overt behaviour noted among 
ADHD-sufferers; and  
iii. that commitment needs to be focused on the child and his/her 
needs. 
 
The above features were among the many reasons why these three specific 
families were chosen for the case study report.  Other equally important 
aspects were noted, but these will be elaborated upon in more detail as the 
chapter progresses. 
 
5.3 CASE STUDIES 
 
NOTE:  The researcher’s own observations and views will be placed between 
brackets, in italics.  This will apply to all the case studies in this 
research study. 
 
5.3.1 Case Study 1: Family with two children: an ADHD-
diagnosed girl aged six and a boy aged three. 
 
This family sought help regarding their daughter, who was six years of age at 
the time.  At the school’s suggestion, a paediatrician examined the child and 
diagnosed the presence of ADHD.  Methylphenidate (Ritalin) was prescribed.  
The mother felt that her daughter did not derive the benefits she needed from 
the medication and discontinued its use a month prior to the first consultation.  
This parent also felt that behaviour modification might be a better way to help 
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her daughter overcome her difficulties and so she decided to use the Coping 
Skills Programme for the agreed time.  
 
The couple, in their early thirties, are both professionals in their own right and 
are both focused on improving their children’s future and lifestyle.  They 
showed themselves to be extremely committed individuals, who plan every 
aspect of their lives well.  Both parents took part in the execution of the 
programme and both were equally dedicated to its end.  They followed all the 
instructions to the letter and put into practice every skill and suggestion given, 
providing their input and opinion regarding each skill’s implementation.  This is 
their case: 
 
5.3.1.1 Background history 
 
• Medical history and background 
 
This child’s medical history is quite extensive.  The parents reported that the 
little girl was born with Congenital Spherocytosis, which (as per the medical 
report) is a form of anaemia caused by a defective gene.  This resulted in a 
splenectomy (the removal of the sleen) at the age of two years.  During the 
operation the little girl went into cardiac arrest, due to her level of anaemia, 
but recovered.  Later that same year, she also needed an adenoidectomy (the 
removal of the tonsils and adenoids) and grommets were inserted in her ears.  
She has recovered physically from all these initial setbacks, but at the time of 
the programme’s commencement she still suffered from enuresis (bed-
wetting). 
 
Later, when she was attending primary school, the school suggested that she 
be taken to the paediatrician, due to the fact that the child was having 
concentration problems in class.  By this time the family had also had another 
child, a little boy.  The little boy, now three years of age, is in pre-school and 
beginning to show signs of hyperactivity, according to the educators.  The 
mother took both children to be assessed by a paediatrician, who diagnosed 
both as having a mild form of ADHD, and suggested that the little girl be put 
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on a course of Ritalin.  The parents did not agree with this suggestion and the 
mother sought further help from other professionals in the field of ADHD-
diagnosis regarding the issue of medication, as she was told that without 
Ritalin her daughter would not be able to cope.  The parents also took their 
child to a psychologist and a remedial teacher for further assessment and 
these professionals all concurred that the diagnosis and treatment suggestion 
was the best in this case, but the couple were still not happy about their 
doctor’s decision and stopped the medication of their own free will.  It was at 
this point that they agreed to use the Coping Skills Programme. 
 
• The parents’ perspective regarding their difficulties 
 
 
(Initially, although both parents were present at all the programme’s sessions, 
the mother provided most of the information, while the father listened and only 
gave input when asked directly).   
 
The parents felt nervous regarding their little girl’s initial health issues. The 
child began to develop a fear of the unknown, which manifested itself in the 
fact that the child became afraid of the dark, stormy weather and of sleeping 
alone.  The mother reported that, as circumstances became progressively 
more problematic and difficult, her husband withdrew increasingly from his 
family and into his work situation.  This aspect added to the mother’s anxiety 
level (and might have affected the child’s behaviour negatively). 
 
The mother also felt that the child’s behaviour might have been initiated by the 
physical setbacks that she experienced as a baby, i.e. the fact that, as a small 
baby, her parents took her to the hospital, but later after the first operation, 
she woke up alone and among strangers.  She felt that at the age of two 
years, this could be one of the major influences of her child’s insecurity.  (The 
child might have been equally influenced by her parent’s reaction to those 
setbacks, as they became extremely protective regarding her safety and 
wellbeing.)  The mother reported that the couple rarely goes out without the 
children, but sometimes their work requires that they be away from home 
overnight, although such trips are never taken together.  One parent always 
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stays at home with the children and their granny comes for a sleep-over to 
give a helping hand.  The mother reports that in the nights preceding such 
trips, the little girl usually wets her bed, sometimes many times in one night. 
 
• Aspects of ADHD-related difficulty relevant to this case study and 
how these are impacted by the effects of ADHD 
 
Bedtime and sleep problems – As reported by the parents, their daughter 
and later her brother, were allowed and encouraged to sleep in the parent’s 
bed since birth.  At first the little girl slept in the parent’s bed with them.  Later, 
in preparation for the next baby’s birth, she was moved to a cot in the parent’s 
room.  When the new baby was born, she was moved to a camping mattress 
on the floor next to the couple’s bed, so that she could see them at any time, 
while the mother attended to her second child.  This resulted in the children 
refusing to sleep in their bedrooms by themselves.   
 
The added effect of ADHD on this problem – Due to the initial problems 
that this couple experienced with their daughter’s health, their disciplinary 
methods became increasingly compromised.  The sleeping patterns adopted 
by the couple when the little girl was very young and ill, stemmed from fear for 
her wellbeing.  However, as she grew older other problems surfaced, such as 
the added sleep difficulties and the enuresis for instance, both commonly 
reported as ADHD-related effects (see 2.9.3: 77).  Seemingly, the strategy 
that had been used as a safety measure gradually became the reason for 
disturbed sleep for everyone, as the appropriate disciplinary skills needed to 
deal with ADHD-related difficulties early, had not been put in place.  This was 
increasingly complicated by the birth of the second child.  Using each other for 
support, the children refused to sleep in their rooms and in their beds, 
especially during storms, and procrastinated at bedtime, which led to stressful 
situations in the family before bedtime.  (This is very likely one of the major 
reasons for the interrupted sleeping patterns and enuresis.)  See Chapter Two 
(p 90) for more details on sleep problems related to ADHD. 
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Separation anxiety levels – This child displayed high levels of insecurity 
when her parents went out.  (This was very clear when the parents were 
attending the Coping Skills Programme sessions.  Due to work related 
aspects, this couple attended the sessions after working hours.  Although they 
had hired a babysitter to look after the children while they were out, the little 
girl would phone them every thirty minutes or so, asking when they would be 
finished, until eventually they would put their cell phones on silent mode and 
just monitor the calls.  Either way, they had to stay in contact constantly or the 
children would still be awake when they got home after each weekly session.)  
 
The added effect of ADHD on this problem – This child displayed high 
levels of Separation Anxiety Disorder (SAD) well documented as being 
symptomatically linked with the diagnosis of ADHD (Sue, et al., 1994:516).  
She did not even like to play outside if she could not see her parents at all 
times.  Due to the way in which they related to their children, the parents 
clearly had developed a problem regarding the disciplined use of the phone 
by the children, in their absence.  They related feeling guilty to have to leave 
them with a babysitter. See Chapter Two (p 56-57; 79 & 86) for more details 
on anxiety, the symptomatic effects of situational and temperature difficulties 
and emotional problems related to ADHD. 
 
Difficulty remembering instructions and paying attention – The parents 
reported that their daughter had great trouble listening to instructions, 
appearing not to hear.  This became so serious that at one point they took the 
child to an ear, throat and nose specialist, but all was found to be normal.  
The child could hear perfectly, but the tests also revealed her hearing to be 
sensitive to sharp and sudden sounds.  Despite this fact, both the parents and 
the teachers, reported instances where the child could not remember the 
sequence of instructions given for specific tasks.  Both noted times when she 
would ‘be spaced out’, not paying proper attention to what was being said or 
shown to her and both reported periods of apparent confusion (such as the 
reported incident of the time when the child asked to go to the toilet, but did 
not return.  When the teachers looked for her, she was found wandering 
around outside, apparently lost).  Both the parents and the teacher reported 
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instances where the child could not remember the steps required to perform a 
task, no matter how simple.  The child, in turn, complained that the 
instructions given to her by her parents and teachers were too confusing at 
times (her describing word was ‘muddled’).   
 
The added effect of ADHD on this problem – Apparent inability to hear 
instructions, being unable to filter through background noise and noise levels, 
being distracted and disconnected, and appearing ‘spaced out’ are all 
commonly associated with symptoms of ADHD (Rief, 2005:4).  See Chapter 
Two (p 74 & 91) for more details on inattention and working memory problems 
related to ADHD. 
 
In this instance, the parents and the schoolteacher might have been using 
opposing disciplinary methods, which might have been causing the child a 
great deal of confusion.  The parents were being lenient and understanding, 
trying to help their daughter in every way they could, while at school the 
teacher treated her the same way as she did the rest of the children in the 
class.  Added to this, there are also various other aspects, such as emotional 
feelings and perceptions, that may have affected the same area of difficulty in 
a very different way, but still resulted in apathy, lack of attention and 
disconnectedness. 
 
(Looking at the scenario from the ADHD-diagnosed child’s perspective, one 
can see that certain instances could trigger lack of memory and attention and 
seemed to induce confusion.  The parents reported Mondays as specifically 
problematic both at home, prior to leaving for school, and later at school, while 
preparing for the day’s work.  This can easily be understood due to the fact 
that the child was going from a reasonably relaxed, quiet home, into what 
might have seemed to her to be a ‘chaotic’, noisy school environment, with a 
teacher ‘shouting’ instructions to a classroom of noisy children.  This child 
may have found it difficult to work in conditions so vastly different from her 
customary quiet home environment.  She is sensitive to ambient noise and 
instructions that are spoken louder than her tolerance levels, or ‘shouted’ in 
quick succession, as they might be in a noisy classroom, and these would 
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create confusion and cause her brain to employ evasive measures, such as 
switching off the attention levels (Low, 1999:254; Barkley, 2005:65-76).  The 
result might be the overt manifestation of confusion, spacing out and getting 
instructions confused.  At home however, the reasons might be slightly 
different.  There, the trigger might be insecurity and jealousy, related to her 
baby brother, and fear of not understanding what is required, but not being 
able to express that fear without appearing silly, such as when games are 
played.  The end result would still be the same.) 
 
Dislikes to do homework and classroom group work – The little girl did 
not like doing her homework, and resisted doing it every day.  The mother 
completed most of the work, both in order to avoid conflict and also so that the 
child would not miss out on her grade promotions.  Related to this problem 
were the teacher’s reports that she was unable to work in group situations 
during class and that she was easily distracted by the other children’s 
activities around her.   
 
The added effect of ADHD on this problem – The parental reports that the 
child did not like to do homework and resisted doing it every day, the fact that, 
according to the parents, she did not like playing board games, added to the 
teacher’s observation that this child also had difficulty at school with class 
group-work, are all conclusive with the findings of ADHD-related difficulties 
(Sue, et al., 1994:173). See Chapter Two (p 57; 74 & 83-85) for more details 
on social phobias, inattention problems, learning disabilities and social 
problems related to ADHD. 
  
These learning-related difficulties became increasingly more difficult and 
problematic as time went by and as the child learned that to throw a tantrum 
would be sufficient to avoid doing homework or any other chore.  The parents 
having inadvertently, encouraged their daughter to express her views on all 
manner of issues, showed their child that by explaining why she did not want 
to do something, she had the key to get out of doing it.  There was no 
discipline regarding playing games, the child was just allowed to stand down, 
as contradicting her would spoil the game for everyone.  Their reasoning was 
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that, if they did not listen to her point of view, on the homework issue for 
instance, she would lose the ability to express her opinion in other areas. 
 
At school too, disciplining seemed to be lacking.  The teacher simply left the 
child to her own devices, requiring that she either finish the work during play-
time, or that she take it home to finish there, both counterproductive methods 
of correction.   
 
(Both cases, the home and school situations, seem to indicate that the child 
does not follow the rules, and that for various reasons, such as the relaxed 
home discipline and teacher’s overload at school, for instance, she was being 
allowed to get away with this.  She did not seem to grasp what was required, 
or even the order in which rules applied. The adults involved never 
investigated why she had opted to evade a given situation.  Instead, it was 
just assumed that she had been lost, confused or disconnected.  There may 
have been other, very legitimate reasons for her actions.  An example of such 
an instance is exemplified in the following: When the researcher asked the 
child about the incident when she got lost at school, she answered that she 
wasn’t lost, just sad.  When asked sad about what?  she related that the 
teacher had found her juice bottle out of the locker and had asked whose it 
was.  Afraid of ridicule, she had kept quiet, upon which the teacher had 
thrown the bottle into the dustbin, remarking that if no one wanted it, it must 
be rubbish and must be thrown away.  This gesture had upset her to the point 
that she asked to be excused, but instead of going to the toilet, she had opted 
to go outside into the playground instead.  In instances such as these, also 
seen in the carpet-work period, another form of group-work, the child would 
tend to follow the path of least resistance and ‘space-out’, appearing 
disconnected and unfocused.)   
 
Tendency to daydream and to become disconnected – The reports by the 
parents and the teacher, that the child often appeared oblivious to the 
activities taking place, especially during storytelling, both at home and at 
school, are conclusive with the APA’s (2000 & 1994:83-85) diagnostic listings.  
This aspect seems to be noted more prominently in the absence of 
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hyperactivity in ADD-diagnosed children and is mostly noted in girls (see 
Chapter Two, p 26).  It may be associated with self-regulation difficulties.  See 
Chapter Two (p 81) for more details on self-regulation problems related to 
ADHD. 
 
The parents reported problems relating to the child’s tendency to become 
disconnected from those around her, whenever anything happened that she 
did not like or feel comfortable with.  They described how she would retreat 
into her own world, becoming physically and emotionally disconnected from 
the rest of the family and/or classroom (as when her brother would take one of 
her toys, or even during instances when someone, other than herself, would 
be reprimanded in class, for example). This aspect may be related to lack of 
motivation or the inability to process reinforcement-related issues adequately.  
See Chapter Two (p 79) for more details on motivational aspects related to 
ADHD. 
 
The added effect of ADHD on this problem – Emotional disconnectedness, 
or daydreaming, often also referred to as ‘spacing out’, has often been related 
to ADD without hyperactivity (Gurian, 2001:56-89), mostly noticed in female 
ADD-diagnosed children.  (ADHD was previously referred to as ADD with or 
without hyperactivity, but this term has been phased out recently, as 
physicians feel that the term ADHD is more accurate and complete.  However, 
children are still being diagnosed with ADD without the presence of 
hyperactivity.  These children are more often girls than boys).  A variety of 
aspects may be responsible for such behaviour including motivation, as 
mentioned in the previous paragraph, anxiety (Sue, et al., 1994:165), and 
perceptions related to the external locus of control (Byrne, 1991:511).   
 
Motivation, anxiety and external locus of control perceptions may all have had 
a role in the reasons for this child’s disconnectedness.  She may have had a 
problem working through the repercussions of conflict, and whether she 
should choose to retaliate, and for this reason chose to withdraw.  Another 
possibility might be that retaliation might have previously proved to require too 
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much emotional effort, demotivating the child to repeat the action and 
choosing withdrawal as an alternative. 
The above is a brief exposition of some of the problems this family was 
dealing with on a daily basis.  The following are some of the skills and 
strategies suggested for dealing with difficulties such as these. 
 
 
5.3.1.2 Suggested coping skills for this case’s ADHD-related 
behaviour management  
 
The following are some of the examples that were suggested to this family as 
part of the programme, on how to cope with some of the ADHD-difficulties that 
they were experiencing.  Not all of the skills used in the programme are listed 
here.  These are just a few examples. 
 
• Some of the needs of this case study’s participants  
 
As has been seen in the preceding pages, this family had their own specific 
needs.  Most of these were related to their daughter and her school 
difficulties.  Listening to their list of problems, it would be easy to assess these 
as the usual problems related to ADHD.  In this case however, the ADHD-
related problems had became exacerbated by the child’s earlier physical 
illness and the anxiety that this illness caused to the parents at that time.  This 
anxiety became mirrored in the child’s own interpretation of those 
occurrences.  This conclusion may be drawn from her answer to why she did 
not want to fall asleep alone, for instance.  Her answer (taken verbatim from 
the notes provided by the mother during one of the sessions) was: “Because 
I’m scared that someone will steal me. Scared that my lights will go off 
because of the thunder and lightning.”  The difficulties that follow are not in 
any specific order, but are taken from a list of issues raised by the parents 
during their Coping Skills sessions. 
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 The difficulty:  Discipline and the children’s age and gender 
differences 
 
The parents stated that the fact that they have two children aged three years 
and six years (the latter being diagnosed with ADHD), and the fact that they 
are of different genders created some challenging instances in the 
implementation of the different behaviour modification skills.  Discussing a 
misdemeanour with a six-year old is very different from discussing it with a 
screaming three-year old.  These parents also felt that little girls and little boys 
could not be expected to behave in the same way in similar circumstances 
and therefore, there was a need to deal with their behaviour differently, as the 
older child, an ADHD-diagnosed girl, tended to be nonchalant and moody, 
whereas the three- year old boy tended to be overactive and impulsive.   
 
 
The solution:  A consistent and united front 
 
There was a need for the facilitator to show the parents how to balance the 
differences in age and gender of the children, with some effective negotiation 
skills, while at the same time presenting a united front as parents.  As these 
parents worked well together, it did not take very long for a new set of coping 
skills to be generated and integrated.  New strategic disciplinary strategies 
were put in place, such as ‘time-out’ (where the child was made to sit on a 
mat, in an uninteresting spot, for a short amount of time) for the three-year 
old, and diminished time watching her favourite TV programme for the six-
year old, for instance.  At this point, the difficulty lay in getting the parents to 
adhere to the carrying out of the new strategies, as their tendency in the past 
had been to avoid tantrums by doing everything themselves. 
 
Before the implementation of the programme the children’s discipline had 
been more or less focused on averting conflict as much as possible, with the 
children generally getting their own way, as was seen in the original sleeping 
arrangements, for instance.  As time progressed however, the parents’ aim 
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became more focused and the difficulties less pronounced.  Within two weeks 
the children were sleeping in their own rooms for the first time since birth. 
 
After the programme’s implementation began, and specific rules of behaviour 
had been made, with appropriate rewards, such as extra family outings, and 
punishments in place, such as restricted TV watching time or ‘time-out’, the 
children’s behaviour began to change, slowly at first, as the children were not 
sure of whether the parents would carry out the set of rules or not.  Eventually 
the children began to voice their dislike of some of the punishment choices.  
The little boy objected to being put on the mat in ‘time-out’ for throwing a 
tantrum, for example, but when asked to choose between that and a smack, 
he chose the mat and began to behave better in order to avoid sitting on the 
‘time-out’ mat.  The parents had learned the value of negotiation, while still 
maintaining their authority. 
 
There was another interesting issue in this family.  These parents believed in 
encouraging their children to try and express their opinion, or view, on any 
aspect with which they had a problem.  Their home rule was that supper was 
to be eaten at the table and not in front of the TV, for example.  The children 
did not agree with this rule, of course, so they were allowed to voice their 
objections.  Their views were taken into account and an agreement was 
reached.  They were given two choices.  In the first choice, they would have to 
stop playing as soon as they were told to, put their toys away quickly and 
have their bath when they were told to, so that they could eat their supper 
earlier and in this way be able to watch their favourite programme.  (This did 
not happen every night though.  The parents would make the occasional 
exception based on appropriate or inappropriate behaviour.  It also served to 
avoid the habit of sitting in front of the TV at suppertime.  TV dinners were 
kept as special occasions.)  
 
The alternative was to take their time and have supper with the grown-ups, 
while the TV programme was being taped for them to watch at the weekend.  
The parents had already attempted to implement this system before, but 
discussions generally had ended in tears and tantrums, as no one could 
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agree on what to do, and the children would end up eating in front of the TV.  
This problem was easy to redirect, as all the parents needed, was to be 
shown how to stand firm, learn to negotiate alternatives and thereafter stand 
united in the decision made.  Once the children realised that the parents could 
not be easily swayed, they began to behave.  The new by established rule 
became that TV programmes shown in the week would be taped to be 
watched over the weekend. 
 
 
 
The difficulty: Separation anxiety 
 
Looking back at this little girl’s medical history (see p 211) and using logical 
deduction, it is easy to see why she would think as she did.  A two-year old 
child’s whole world revolves around the parents, especially the mother.  This 
child had major surgery at the age of two years, which required that she be 
left in hospital for a period of time.  Waking up, in a strange place, disoriented 
from medication, alone and amongst strangers, she must have thought that 
she had been ‘stolen’, as she put it, and her fear of thunder and lightning 
might be related to the unfamiliar hospital sounds and lights flickering on and 
off at night.  This combination must have been a very frightening experience 
for someone so young, one that may have contributed to the level of 
separation anxiety she experienced. 
 
 
 
The solution:  Firm reassurance 
 
Through the use of skills learned during the programme, the parents were 
guided on how to reassure their daughter.   They informed her of the 
sequence in which an occurrence might take place before it actually 
happened.  As bedtime was particularly problematic, this sequence was used 
as the primary example.   
 
The parents were to begin early in the afternoon preparing the children for the 
‘event’ of going to bed, by telling them that they would be sleeping in their own 
 221
beds that night.  After a few minutes of complaint and antagonism on the 
children’s part, the parents would add the next interesting ‘tit-bit’: the little boy 
would be put to bed first and the little girl would be helping with the whole 
event, by reading him a story, while everyone sat in to listen.  (She loved to 
read stories, so this ‘asset’ was used as a mechanism that would come to her 
easily.) 
 
This coping mechanism served multiple purposes. The first was that it 
stopped the complaining virtually in its tracks, as the little girl absorbed the 
implications of this information.  The little boy, having no cue to follow, quickly 
forgot what it was they were supposed to be complaining about and went 
about his business.  The second was that of status elevation; as the little girl, 
previously jealous of the attention her brother seemed to be getting from their 
parents, suddenly felt important at having been given the task of helping to 
put him to bed first.  This meant that she was ‘big’, (very important when 
you’re only six).  It also meant that she could stay up longer than him, (which 
became even more attractive).  The added bonus here would be that the four 
members of the family would be spending important time together before the 
children went to sleep, adding to their sense of security. 
 
When it was time for the little girl to go to bed by herself, in her own room, the 
next part of the strategy was put into action.  She immediately began to 
complain about being afraid.  The parents were warned about this possibility 
and were ready for her.  They told her that she could sleep with the light-
dimmer on and that she could come into their room to check on them, (a 
clever thought on the mother’s part), whenever she felt the need to do so. 
(Her room was right next to her parents’).  That night no one got much sleep, 
as the child kept on going into the parents’ room to satisfy herself.  (The 
parents had been instructed to just walk her back to bed, no matter how many 
times they were awakened.  It was suggested that they do this over the 
weekend, as it was sure to be a difficult transition.  They did so and it started 
paying off.) The next night she did not do it quite as often and eventually she 
stopped altogether.   
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The parents were delighted and told her how proud they were of her 
improvement and of how brave they thought she was being.  They also 
praised her for her help in putting her brother to bed at night.  Later that week, 
she had a surprise of her own for her Mom and Dad.  She arrived at the 
supper table, with her little brother by the hand, both bathed and with their 
pyjamas on, ready for supper and then bedtime stories.  She had also put 
their day’s clothes in the wash basket and mopped up the floor, (with the 
towel of course).  The victory was that she had done all this without being 
asked and almost as perfectly as her mother would have done, which showed 
that when properly motivated she could pay attention and remember the 
sequences of a task. 
 
These sleeping pattern issues took a little time to resolve, but as time passed 
and the child’s confidence increased, she began to relax more regarding 
sleeping alone in her own bed.  At first she would just walk back to her 
parents’ bed and climb into it in the middle of the night.  The parents were 
encouraged at this stage to just walk her back to her own bed and reassure 
her that she would be alright and that they were right next door. Soon these 
episodes began to decrease in frequency, and eventually stopped altogether.  
The little boy had less of a problem with this aspect than his sister; he too 
stopped sleeping in the parents’ room.  As for the enuresis, it stopped within a 
few weeks from the programme’s commencement.  As soon as she gained 
confidence and began to relax in the evenings, possibly due to her knowledge 
that she was able to succeed, the bed-wetting ceased.  
 
Besides these difficulties (that, although very real, might not necessarily be a 
direct result of ADHD influence alone), this child’s behaviour exhibited other, 
equally debilitating problems that could be directly associated with ADHD-
related behaviour.  Problems such as the inability to stay focused and pay 
attention in class, the inability to remember instructions in their proper 
sequence and distraction due to environmentally related noise, were some of 
the aspects considered as part of ADHD-related symptoms that are also part 
of this child’s behavioural profile.  These too were resolved with a little 
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perseverance, consistency and firmness and slowly the child began to 
improve. 
 
• The way in which this family dealt with the challenges posed by 
the programme 
 
The couple’s personal relationship, towards themselves individually, and with 
each other as a couple, was the first thing they had to deal with, even before 
they began to concentrate on their children’s ADHD-related needs.  These 
two successful, level-headed parents began raising their children from a 
perspective of fear and insecurity.  Their future ability to provide financially for 
their family’s every need, both immediately and in the long term, became their 
constant worry.  Their view of the term ‘provision’ made it imperative for them 
to work hard and for long hours, in jobs that they were not particularly satisfied 
with, but which they felt to be the type of work that would enable them to 
achieve their financial goals in the fastest possible way.  Both parents held 
top, demanding positions, which placed incredible strain on the couple’s home 
life and time.  This meant that both parents felt a certain amount of guilt over 
their perceived neglect of time spent with their children.  This appeared to be 
the main reason leading to the semi-permissive discipline in their home: Guilt. 
 
 
The difficulty: The father’s and the mother’s roles  
  
Related to their problem of long working hours, was their slight role confusion.  
Thus, the next important point this couple needed to deal with was the 
parents’ role in their disciplinary routine.  This couple did not purposely create 
situations of lenient discipline.  Neither did one partner become less 
committed than the other, but rather the situation developed from their initial 
inability to deal emotionally, firstly with their daughter’s life-threatening illness, 
and secondly with her added ADHD-related difficulties.   
 
These circumstances created a situation where one partner needed to take 
control of the situation and, as the wife seemed, at that point, to be better 
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suited to deal with the child’s illness, due to her direct daily involvement with 
the child, the husband/father began to feel helpless in the situation, setting in 
motion a pattern of detachment on his part.  The more problems they faced, 
the more involved he became at work, finding every excuse to work late and 
be on call 24 hours a day, even at weekends.   
 
The wife/mother in turn, began to feel overloaded with home-related work and 
responsibility, which became added to her already busy workplace-related 
duties.  This resulted in built up feelings of resentment on her part and 
helplessness on the husband’s part, neither knowing how to solve their 
difficulties. 
 
 
The solution: Role re-direction 
 
 
Through the use of the programme, appropriate skills were identified and put 
in place.  Soon the husband/father began to get more involved.  His part of 
the skill acquisition and implementation plan was to assume his proper role as 
father and husband.  This was achieved by putting him back in a place where 
he too could help to take care of the children, especially in instances when his 
wife was not able to do so.  These instances occurred when she was required 
to be out of town on business, but more often than that, in the everyday 
household routine.   
 
Whenever the wife/mother was out of town, the paternal grandmother would 
sleep over at the couple’s home, to help take care of the children.  The 
husband/father was encouraged to take over this role, with his mother on 
standby in case he was not able to cope or had a work-related ‘call-out’.  This 
way, whenever his wife was out of town, he took over the responsibility of 
taking the children to school in the morning, fetching them from day-care after 
work, preparing their supper, bathing, feeding and putting the children to bed 
with a bedtime story.   
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The husband/father at first reacted with slight scepticism at his ability to do 
both his job at work and also carry out at home what was being suggested.  
However he accepted the challenge.  It was suggested that he begin to adjust 
his work timetable immediately, so that he would be able to arrive home 
slightly earlier each day, in preparation for one of his wife’s future out-of-town 
assignments.  This was done to prevent sudden changes in the children’s 
daily routine, and the goal was to achieve this before the mother’s next trip.  
He did so and added another change of his own.  He decided to be on 
standby for work only on alternate weekends, as opposed to every weekend 
as before.  The couple sat down together and worked out both of their 
timetables, so that their trips and schedules would be synchronised, allowing 
one of the parents to be at home at all times.  When they were both at home, 
they would take turns preparing supper and tucking the children in at night. 
 
As expected, the children quickly reacted to the presence of their father and to 
his support of their mother, as together they presented a united front in their 
home discipline, leisure time and in resolving home and school-related issues.  
The parents reported that, as a result of their newly acquired insight, the 
children’s ADHD-related problems and discipline became easier to manage 
over time.  Although some of the difficulties were still cropping up now and 
again, the family now began to have the skills and ability to counteract their 
influence on the family, and especially on the children’s behaviour.   
 
• ADHD-related issues at school  
 
ADHD-related issues at school were especially difficult to deal with, because 
another person was added to the equation, namely the teacher.  According to 
the parents, this teacher was adamant that the fault lay with the child and the 
way she was being raised.  She also maintained that the child was being 
difficult on purpose and that she must either be made to obey class rules, be 
placed on Ritalin, or in another school better suited to her disposition.  (This 
was clearly a difficult task, as the only people the parents could control were 
themselves and their children.  The teacher had to be convinced to see their 
point). 
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The problem: negative school reports by both the child and the 
teacher 
 
Many of this child’s personal, school-related difficulties were directly related to 
her teacher.  The child’s perception of the situation was that this teacher did 
not like her and thought of her as different.  The parents said that their 
daughter kept referring to aspects of class work difficulties with statements 
like ‘the teacher doesn’t speak to me the same way as she does to the other 
children’, ‘the teacher ignores me’, ‘the teacher keeps only me in at play time’ 
and ‘the teacher is always shouting at me’. 
 
In turn, the teacher would be writing daily notes to the parents in the child’s 
diary, maintaining that the child could not keep up with the rest of the class, 
that she did not pay proper attention to instructions and that she would often 
become disoriented.  The teacher would detail all the difficulties every day, as 
an explanation for the child’s inability to complete her class work, which was 
being added to her homework load.  The list included lack of attention, 
daydreaming, procrastination, truancy, non-compliance, disorientation and 
rebellion. 
 
 
 
The solution: Establishing proper communication, feedback and 
cooperation between the parents and the teacher 
 
In order to ascertain what the real facts were and which of the problems might 
be based on perception only, both on the child’s part and also on the part of 
the teacher, the facilitator suggested that a meeting between the parents and 
the teacher needed to be scheduled.  The parents needed to explain to the 
teacher what they were trying to achieve, through the Coping Skills 
Programme, and what this entailed.   
 
The next strategy to be put in motion would be to establish a line of feedback 
communication, between the parents and the teacher.  The parents would 
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inform the teacher about the strategies and skills being put in place to help the 
child at home, so that similar strategies might also be used in class to 
facilitate the child’s difficulties there.  The teacher in turn, would inform the 
parents of the progress being achieved and inform them regarding any new 
problematic aspects that might need attention.  (They were doing this already, 
but from a negative perspective.  The reverse would now become true.  Most 
of the feedback would be constructive and productive.) 
 
At home the parents were to deal with the child’s difficulties by providing 
appropriate skills with which to resolve each different aspect as it arose.  It 
was suggested that the parents teach their child to remember what she 
needed to do before and after each class for example, by using the mother’s 
business skills as examples. In this instance the mother used her work diary 
to show her daughter that she too needed reminders to do her work.  The 
mother explained that no one can always remember everything and that most 
grown-ups use a diary to help them remember what they need to do.  She 
assured her daughter that she would not be made fun of if she also used a 
diary.   
 
She then helped her child to make a ‘kiddy-diary’ (their own name for the 
diary), which consisted of a laminated A-3 size card with pictures depicting the 
sequence of the tasks that had to be done every day.  This ‘diary’ was then 
stuck inside her pigeonhole at school to help remind her of the sequence of 
the tasks.  This worked well and the child began to make her own lists at 
home to remember which chore to do first, surprising her parents by 
remembering to do little tasks by herself without being told.   She began to 
remember which were her assigned tasks, such as tidying up after play, 
putting toys away, and other small tasks that she had had trouble 
remembering before.  She could remember the sequences required to 
perform the tasks also, with very little repetition on the parents’ side. (It was a 
victory indeed!) 
 
Sadly, the child had to be moved to another class, with a calmer teacher, as 
her original teacher would not agree to help the parents carry out the skills 
 228
suggested, saying among other things, that she would not ‘pamper’ her 
learners. 
 
• The parents’ rate of involvement   
 
This couple was committed from the very beginning.  They worked through 
their personal differences in a mature manner, not always agreeing with one 
another, but always willing to try a new strategy.  Sometimes they achieved 
their goals quickly and sometimes more slowly, but they always tried hard and 
mostly they succeeded.  Both were totally involved with the programme’s 
requirements right from the start, with the husband re-adjusting his work 
schedule almost immediately, eventually, even turning his phone off during 
the programme sessions (a real plus, as his workplace phoned him almost 
every half-an-hour for advice.  Picking on this perfect opportunity, the 
researcher pointed out how this aspect alone, might jeopardise their efforts).  
The results of their hard work were visible and dramatic, exemplified by the 
speed with which their children’s behaviour changed from troublesome to 
manageable within the first two weeks of attending the sessions.   
 
Positive changes began to happen almost immediately and even the other 
teachers at their children’s schools asked the parents whether the children 
had been placed on medication.  The little girl’s schoolwork improved 
remarkably and, although she still does not like to work in a group, preferring 
to work alone, her performance has improved considerably and homework is 
no longer a difficulty.  Presently, whenever the children’s teachers are 
changed, mostly due to grade promotion, the parents inform the new teachers 
of the coping skills their children might be using at that point, to facilitate their 
learning processes.  There have been no negative reports in this regard.  The 
skills learned are being revised from time to time and adjusted as the need 
arises.  For this family the Coping Skills Programme was a much needed tool 
that they could make use of indefinitely. 
 
 
????? o0o ????? 
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5.3.2 Case Study 2: A family with one child: an ADHD-diagnosed 
boy aged eight. 
 
This family sought help regarding their eight-year old son, who was having 
behavioural difficulties at school.  The parents mentioned that the little boy 
had been in various schools before, but because of his demanding and 
disruptive behaviour, they had removed him from one school after another 
and had placed him in different schools each time.  Later they disclosed that 
they had in fact been asked to take their child out of each of the previous 
schools and that the current school too, was having difficulties dealing with 
their child’s behaviour.  The parents were at a loss regarding what to do next 
and so decided to approach the researcher for further guidance.  They had 
seen a newspaper article about the Coping Skills Programme and had 
decided to make an appointment for an interview to find out more about it.  
They began the programme sessions as scheduled, a strategy which helped 
to keep their child at the school he was attending for a little longer, affording 
the parents the proper opportunity to evaluate all the evidence that had 
accumulated on both sides. 
 
This meant that by the time the parents asked for help, the child had been in 
at least three different schools and no one seemed able to help these parents 
solve their child’s difficulties.  The school he was attending at the time the 
parents sought help, was a special school for the handicapped in the Nelson 
Mandela Metropole, specialising in physical disabilities such as deafness, 
speech problems and/or disabilities resulting from illnesses such as Down’s 
Syndrome, and other illnesses.  The previous school this child had attended 
had suggested that the parents place him in this institution for children with 
special needs as a last resort. 
 
This couple, who were in their early forties, owned and operated their own 
business.  The husband had been married before and had another son from 
his previous marriage.  His first child was a few years older than the child in 
this case study.  Due to already having had two sons, the husband decided to 
have a vasectomy after the birth of his last child.  His present wife had not 
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been married before and this was her only child.  She was not happy 
regarding her husband’s decision to be sterilised as soon as their son was 
born, as she felt that she would like to have had another child.  She said so 
openly.  It was clear that they both loved their child dearly, but it was also 
clear that their child was allowed to behave as he wished, for most of the time, 
a fact that was beginning to cause problems in the marriage.  This is their 
story: 
 
5.3.2.1 Background history 
 
• Medical history and background 
 
There were no special or untoward circumstances surrounding this child’s pre-
natal period or birth and his developmental progression was reported to be 
normal.  The mother reported him as having been somewhat active and 
demanding since birth, but the parents understood this to be normal 
behaviour for a healthy little boy.   
 
The couple had waited a few years before starting a family, as they had lived 
together for a period prior to getting married, and had agreed to have children 
only after they were legally married.  The mutual decision to have no more 
children (although it became very clear, as time went by, that this had been 
his decision alone and that the wife had merely gone along with it) had been 
made on the basis that the husband had another child from his first marriage.  
(This decision was beginning to prove the pivotal aspect of this couple’s 
current problem.  As a result of their joint decision to have only this one child, 
the wife was finding it hard to allow her son to grow up, as she enjoyed 
‘babying’ him.  She appeared to react to her husband’s decision not to have 
any more children, by not allowing her son to have any contact or relationship 
with his older stepbrother, a fact that greatly upset her husband.) 
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• The parents’ perspective regarding their difficulties 
 
This couple first asked for assistance regarding their son’s behaviour, 
because the school the child was attending at that time of the consultation, 
had told them that, as no one was able to control the child’s behaviour, the 
school would have no choice but to ask the parents to remove their child.  The 
school maintained that the child would not obey instructions, spent most of the 
class time in tears, was reported to bully other children on the playground and 
did not seem to respect authority.  The school’s psychologist had diagnosed 
the child with ADHD in Grade 3, and the principal had suggested that the 
parents seek a second opinion from a private paediatrician.  The parents did 
so and the doctor confirmed the diagnosis and prescribed Ritalin. 
 
The parents described their son as demanding, dependent on them and 
disruptive when they had visitors.  They said that he was very hyperactive and 
had concentration problems and that he could be impatient and overbearing.  
They also said that he could not make friends easily, because he was very 
temperamental.  The couple reported having lost friendships, because of their 
son’s dependency on them, as they could not leave him with a babysitter due 
to his difficult behaviour, and that they had practically no social life for the 
same reason.  They described how their son had to be constantly pleased or 
he would be in tears and any family decisions, such as holiday planning for 
example, had to be done around him, which they found draining, tiring and 
irritating at times.   
 
The husband was very determined to make this little boy able to look after 
himself, by having him play field games such as rugby, but the child refused, 
which lead to fighting between the parents.  (This refusal to play physical field 
games might have resulted from the fact that the other children in the team 
were of equal strength to him and also because of the added aspect that in 
team sports the rules cannot be bent to suit individuals, a concept this child 
was not familiar with.)  
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The mother, on the other hand, still wanted to cling to her baby and for this 
reason took the child’s side against her husband, resulting in long arguments.  
She started crying when her husband was describing his aspirations and 
plans regarding their son and then remarked; ‘but he is still just a baby!’ (It 
became very obvious during that first interview that these parents doted on 
their child and that having the means to do so, provided him with everything 
he asked for, from toys to cell phones.  It also became obvious that each 
parent wanted to mould the child according to his/her own emotional needs 
and that each had a different view of what raising a child entails).   
 
 This couple clearly had different views regarding the appropriateness of their 
son’s behaviour and how to remedy the matter.  One thing they did 
unanimously agree on was that all the schools their son had frequented, were 
wrong in their approach and far too hard on the children, especially their child. 
(This couple’s perceptions of correct and incorrect social norms and rules 
appeared to be very different from reality, especially where their son was 
concerned.)  They maintained that their little boy was not a bully, that he was 
just being friendly and was not aware of his strength, ‘that’s why he tends to 
overdo it a bit. He just wants to have friends so badly!’ That was the father’s 
remark after explaining why the school was asking them to take their son out.  
The parents also stated that he was equally not to be blamed for rudeness, as 
they had no doubt that he had been provoked first.   
 
There was no question that this couple adored their son and could not 
understand why everyone else did not feel the same as they did.  On the one 
hand they were describing their child as disruptive and irritating and on the 
other hand they were saying that the school authorities were being irrational 
about the whole issue.   
 
• Aspects of ADHD-related difficulty relevant to this case study and 
how these are impacted by the effects of ADHD 
 
Patterns of disruptive behaviour – It became clear from the beginning, that 
this little boy’s behaviour was disruptive, evidenced by the reports of 
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complaint from the various schools and how the altercations that ensued 
between the parents and the school staff had resulted in the parents being 
asked to remove their child from the various schools.  The parents too, 
complained that their son displayed similar behaviour at home and in public.  
Literature refers to disruptive behaviour as Conduct Disorder or Oppositional 
Defiant Disorder (CD or ODD), which generally causes marked impairment 
and disruption of normal activities (Barkley, 2005:169; Lawlis, 2004:36; Sue, 
et al., 1994:512).  In this child’s case, there did not appear to be the usual 
consistency of behaviours associated with CD or ODD.  See Chapter Two (p 
56 & 75) for more details on disruptive behaviour problems and impulsivity 
and hyperactivity, related to ADHD. 
 
A point worthy of note in this particular case study is the fact that this 
disruptive aspect of their son’s character escaped the parents completely.  
They did not see their son’s behaviour as disruptive; they had become 
desensitised to his disruption.  Living with this kind of behaviour had become 
their routine way of life.  When outsiders would point these behaviours out, 
the parents would either excuse them, saying that the child was just being a 
normal boisterous boy, or they would become offended, or retaliate against 
the outsider.  This was what was happening at all the schools as well. He was 
generally well mannered, obedient and polite, but this tended to change as 
soon as he was faced with a task that he either did not want to perform, or 
that he did not know how to perform.  It was at this point that his behaviour 
became problematic.  An added problem was that all his actions were 
exaggerated, such as the extra tightness in hugs, a jump was performed with 
all of his strength knocking furniture and objects over in its execution, a clap of 
the hands or a shout would be so loud and exaggerated that it would become 
unpleasant.   This type of behaviour was exhibited at home, at school and in 
public (the child seemed generally oblivious of his behaviour’s effect on 
others). 
 
The added effect of ADHD on this problem – It became very clear to the 
researcher, upon meeting this little boy, that he was highly hyperactive and 
impulsive.  All his ‘well intended’ movements were exaggerated: extra loud 
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speech, extra strong handshakes and hugs and exaggerated body language 
expressions, such as the waving of the arms or swinging of the legs.  (For 
instance, he broke all the crayons in a box of six, just holding them to colour in 
a picture given to him by the researcher.  Each time he held a pencil ready to 
draw, it would snap.  He simply held the pencil too tightly).  These kinds of 
overt behaviours are all in line with those described by the APA’s (1994:83-
85) diagnostic descriptions of the symptoms associated with ADHD.  Such 
exaggerated, disruptive, overt behaviour is, generally speaking, unintended by 
the child and usually a result of poor behaviour inhibition, due to poor muscle 
control. See Chapter Two (p 77) for more details on inability to inhibit 
behaviour.  
 
This is not to say that the child was suffering from some sort of muscular 
problem, just that his muscle control was still underdeveloped.  In other 
words, his physical appearance was developing at a different rate to the rest 
of his growth.  He looked ten years old, but chronologically, was in fact only 8 
years old.  He was emotionally and physically immature because his mother 
did everything for him.  He had not developed his fine muscle tone optimally 
for his size and age and emotionally he behaved like a younger child.    
 
Disruptions due to dependency – The schools complained that, whenever 
he was contradicted, the child would cry.  This meant that on most days his 
parents were being contacted to fetch him from school, because he would not 
stop crying.  The parents complained of exactly the same thing, when 
referring to their lack of social life.  They could not leave him with a babysitter, 
not even with his grandmother, because he would just cry until they returned 
to fetch him.  (This appeared to be a very intelligent child who had learned 
that crying would get him out of doing anything he did not want to do.  When 
the researcher met him, her impression of him was that he was a happy child, 
very spoiled and precocious, but also very aware that he was the centre of 
attention, a fact which he seemed to know how to use skilfully to his 
advantage). 
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These parents had indulged their child from his birth for various reasons, all of 
which had little to do with ADHD.  They had chosen to have this baby in their 
later years, they had opted to have no more children, and there was another 
child by a previous marriage, which the wife did not like. 
 
 (When these aspects had been related to the researcher, there had been a 
significant undercurrent that passed between the couple.  When the wife said, 
regarding his sterilisation: ‘as if I’d had a choice in the matter…’ This mumbled 
comment led the researcher to think that she might have been told, but not 
asked about her opinion regarding having no more children.  The husband 
had perhaps taken it for granted that his wife would just go along with that 
decision.  It seemed clear that while she had not been asked for her opinion 
directly, she had also not attempted to give it.  As a result she had clung to 
this child as the last baby she would have and was clearly having great 
difficulty learning to let go.  She was making excuses for his unacceptable 
behaviour and she was also the one who went to his rescue every time he 
cried at school.  She would simply take him home in the middle of the day.)    
 
This state of dependency on his parents was fine when he was very young.  
Both parents enjoyed it and even encouraged it.  However, as the child began 
to grow up, the father’s friends began to point out that he was making his son 
into a ‘sissy and a wimp’ (their words).  They began to lose friendships as a 
result, as they would become offended and stop socialising with those friends.  
Soon they began to find themselves isolated, as more and more of their 
friends made excuses not to attend their social get-togethers.  This made 
them stop and think that maybe all those people might be right.  This 
realisation caused this couple great inner conflict, as they refused to see the 
child as anything but perfect. 
 
Facts however, are facts.  It was true that they could not go out for dinner, 
because their son would not stay with anyone else while they were out and if 
they forced the issue, the child’s crying would be so impossible to control, that 
the babysitter would not return another time.  It was also true that other 
children were afraid to play with their son, because he became too rough and 
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too overpowering.  Another fact was that the schools had complained about 
the child’s behaviour and had eventually asked them to take their child to 
another school.  Friends and family were becoming increasingly antagonistic 
and worst of all, the couple themselves, were beginning to quarrel over the 
issue.  They did not know how to solve their son’s difficulties. 
 
The added effect of ADHD on this problem – Although Separation Anxiety 
Disorder (SAD) is a co-morbid disorder often associated with ADHD, (see 
Chapter Two, page 57, for more details on this aspect of the ADHD diagnosis) 
in this instance, it did not seem to apply completely.  For SAD to be a true part 
of the diagnosis of ADHD, it has to be present in all instances of the child’s life 
(Sue, et al., 1994:516).  In this case, however, it was only present in instances 
where the child felt contradicted and unhappy about being asked to perform a 
task he did not whish to perform, or go somewhere where he did not wish to 
go.  It seemed apparent that this aspect might not be wholly related to the 
ADHD diagnosis of this child, but instead, be a product of the way in which 
this couple had chosen to raise their son. 
 
Disobedience and disrespect – Where the various schools this child had 
attended over time, were concerned, this child was clearly both disobedient 
and disrespectful.  The parents reported that the school had complained that 
whenever the child was asked to do anything he did not want to do, he would 
simply burst out crying, refusing point blank to do what he was being asked.  
The school reported to the parents that, once, when the principal had asked 
him to be quiet until his parents arrived, he answered: ‘I won’t. You can’t make 
me!’ (The father with a kind of ‘giggle’ reported this, as if he was proud of the 
fact that his son had been ‘assertive’, as this is how the father interpreted the 
incident, and why they constantly fought with the school regarding the child’s 
behaviour.  The father maintained that the schools were simply 
misinterpreting his son’s behaviour and motives, and that the child had a right 
to refuse to do anything that made him feel uncomfortable.) 
 
Disrespect did not seem to enter this couple’s mind when evaluating their 
son’s behaviour towards adults, and this couple’s interpretation of discipline 
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was an interesting aspect in this particular case.  This couple had never set 
down clear boundaries of behaviour for their child to follow.  Their son was 
basically allowed, even encouraged, to mingle with adults at their house 
parties and get-togethers, and the parents had never told their son that 
interrupting an adult conversation was considered disrespectful.  They never 
told their son that he should be playing with other children, while the adults 
were to socialise with other adults.  In fact, he was encouraged to take part in 
their conversations, an aspect that led to a few embarrassing episodes, which 
everyone chose to laugh off, but which caused this couple a few 
embarrassing situations, as explained bellow.   
 
(The men were making comments about the opposite gender, with a few adult 
jokes in between.  As the child was among them, a fact that no one seemed to 
have noticed, the child wanted to know how his mother’s anatomy measured 
up to those they were talking about).  His father was forced later to deal with 
these very pressing questions, which he apparently answered inappropriately, 
resulting in the child vexing his mother, when they were all in the bath, which 
they all shared together later that night.  (Another great problem with this case 
was that this child watched the adults carefully and began touching and 
kissing his mother inappropriately.  Although the child’s actions were mostly 
innocent and basically a copy of observed behaviour, the researcher advised 
the couple to stop certain ‘group’ activities, such as bath times, for example, 
from taking place with the child included, as he was no longer a ‘baby’, but a 
normal inquisitive and observant eight-year old boy.) 
 
(An interesting aspect of the parties and get-togethers held by this couple was 
that the other couples all found baby-sitters for their own children.  It never 
became clear during the sessions whether this was of their own choosing or 
whether the host couple had requested such an arrangement.) 
 
As for disobedience, here too one can hardly fault the child or say that such 
behaviour is the direct result of ADHD.  His parents had told him that he would 
never have to do anything he did not want to do (hence the father’s grin when 
reporting on the dialogue between his son and the school principal).  They 
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failed to specify which instances they were referring to, so the child applied 
this rule to everything with great skill.  The parents realised their error, but did 
not know how to rectify it for fear that they would ‘put in his head ideas that 
had not been there previously’ (their explanation).  (The truth might be that 
they were not sure how he would behave in any given situation.  Whether 
perhaps, he could be persuaded or led to do something wrong, or even follow 
a stranger if asked to do so.  Speculatively thinking, this might have been the 
couple’s way of ensuring that their son was kept safe in their absence.  They 
just took each different situation in their stride as it presented itself and dealt 
with it the best way they could, a method that had worked while the child was 
small, but which was now becoming problematic.) 
 
The added effect of ADHD on this problem – The effects of ADHD on 
behaviour are varied, according to the individual who suffers from the 
disorder.  What makes such behaviour stand out as being related to ADHD, is 
the fact that it generally affects all aspects of the individual’s life and that this 
effect impairs general daily functioning in most areas of life.  When discipline 
is carried out normally and correctly, even in the presence of an ADHD 
diagnosis, which is difficult to achieve, the ADHD-diagnosed child’s behaviour 
is more manageable than when the opposite is true (Sonna, 2005:153; 
Neethling, Rutherford & Schoeman, 2005:32-37; Davies & Witte, 2000:135; 
Fiore, Becker & Nero, 1993:164; Whalen & Henker, 1991:126). 
 
(Regarding the aspect of disobedience and disrespect in this case study’s 
instance, I am more inclined to believe that the child’s parental guidance and 
management of the child’s behaviour toward others, both privately and 
socially, was of greater influence than was the fact that this child had been 
diagnosed with ADHD.  Had such disobedience and disrespect been directly 
influenced by ADHD, such behaviour would have been present in all aspects 
of this child’s life, and would probably have been related to Tourette’s 
Syndrome (APA, 1994; 2000; Sue, et al., 1994:519-520), but this did not 
appear to be so.  The child was able to behave differently on request, 
especially if the request came from either of his parents, regardless of the 
request.  When the same situation was presented by an outsider, compliance 
 239
would only take place if the child ‘liked’ what he was being asked to do, 
making his behaviour being a direct result of ADHD, less probable.) 
  
Temperamental and overbearing –The schools reported him as a bully on 
the playground, with which the parents vehemently disagreed, saying that he 
was just a little too strong for his age.  However, when asked about his 
behaviour towards visiting peers, the parents said that their son did not like to 
play any games that he could not win.  They also said that if he lost he would 
just cry until someone would agree that he had won.  Any games played had 
to be chosen by him.  He also chose the friends that could come to play and 
the parents would simply do whatever he asked.  As a result, other children 
would seldom agree to come to their house for a visit, even when the parents 
made special efforts to entice them to come, such as trips to the animal park 
or a special trip to the movies.   
 
As a result of being given free reign to express himself as he pleased, this 
child became belligerent, ill-tempered, pushy and with a tendency to throw 
tantrums whenever he was contradicted. The parents simply spoiled and 
pampered him, and justified his behaviour to anyone who objected.  Where 
the schools were concerned, they had become antagonistic toward the 
schools’ opinion on the matter and aggressively protective of their son.  They 
could not understand why none of the various schools their son had attended, 
would not see their point of view, that their child was just ‘more sensitive’ than 
the other children, that he was still very young, ‘just big for his age’. 
 
The added effect of ADHD on this problem – Although temperamental and 
overbearing behaviour can sometimes be associated with ADHD (Schachar, 
Tannock & Logan, 1993:737), as part of its secondary symptoms, the 
instances related in this case study also appear to be related to parental over-
indulgence of their child.  As children diagnosed with ADHD have a strong 
tendency for this type of behavioural outburst, overindulgence and lack of 
proper discipline might promote such behaviour making it more obvious and 
unmanageable.  See Chapter Two (p 80) for added information regarding the 
secondary symptoms associated with ADHD and also Rief (2005:3-21). 
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Undisciplined, bullying behaviour – The schools reported this child’s daily 
behaviour as undisciplined, overbearing and ‘pushy’, both on the playground 
and in the classroom.  He was reported to interrupt the teachers, as well as 
other children.  He would push past people without excusing himself, often 
toppling other children on the playground and in the corridors.  Being very 
strong physically and tall for his age, he would unintentionally hurt the other 
children, especially if he hugged them, or ‘tackled’ them when playing games.  
His parents described his play actions at home in a similar fashion.  His 
mother said she was afraid of his hugs, because he always hurt her by 
squeezing her neck too tight.  (Remarkably, neither parent saw how he could 
hurt other children, when he exhibited similar behaviour at school.  They 
appeared surprised when the researcher brought this point to their attention.) 
 
The father wanted his son to be tough and play rugby, while the mother was 
afraid of injury and totally against the game.  (She felt that her husband was 
making their child grow up too quickly, by insisting that he play ‘rough’ games 
such as rugby.  She preferred that the child be at home with her after school 
in the afternoons and that he played quietly instead.  The father liked the 
‘rough boy’ image, while the mother wanted to maintain the ‘dependent baby’ 
image).  The child took advantage of the situation to the full.  He became a 
bully while playing with the other children, knowing his father would be behind 
him, while at home he complained of getting hurt while playing, crying on his 
mother’s shoulder for her sympathy.  They would not listen to what the 
schools were saying and their son was losing increasingly more school 
learning time.  They sought help from the researcher only when they began to 
fear that he might fail the year or be asked to leave the school. 
 
The added effect of ADHD on this problem – Although aggressive 
behaviour may be associated with ADHD-related hyperactivity, impulsivity and 
also as part of ADHD’s secondary symptoms (Cherkes-Julkowski, et al., 
1997:27; Rief, 2005:3-21), this case study’s behaviour reports and examples 
are also consistent with poor disciplinary practices and insight on the part of 
the parents. 
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Hyperactivity problems – This little boy was diagnosed with ADHD early on 
when he was in grade 3 and was put on Ritalin.  His mother however, not 
liking the effect Ritalin had on his temperament, would not give it to him 
regularly, although she admitted that he fared better at school when he was 
on the medication.  As a result of this inconsistent medication regimen, the 
child’s behaviour became unmanageable when he was not on the Ritalin, 
which resulted in the frequent changes in the schools that he attended.  The 
schools just did not seem to be able to control this child’s behavioural 
outbursts and/or come to an agreement with the parents.   
 
(In truth, from an outsider’s perspective, the schools seemed to be having 
greater difficulty getting the parents to see the need for discipline in their son’s 
lifestyle, than they were with the child’s behaviour itself.  Having no liberty to 
control the child’s outbursts, the schools were powerless to help.  As the 
institutions could not discuss the true problem with the parents, as the latter 
were totally unreceptive, clearly seen in the letters exchanged by the two 
parties, the schools seemed to have no choice but to ask the parents to 
remove their child.  The one losing out seemed to be the child.)   
 
Hyperactivity was one of the aspects, if not perhaps the only aspect, that 
might have related directly to ADHD (Barkley, 2005:45).  (At this stage it was 
not clear whether this frenzy of activity was due directly to ADHD, or whether 
it might have been as a result of confusion regarding what to do in a given 
situation.  The child had been diagnosed with ADHD by a paediatrician, but 
when asked how the diagnosis had been made, the parents answered that 
they had just taken the child to the paediatrician, that the doctor had checked 
his throat, nose and ears and that he had said that yes, the child had ADHD. 
Thereafter the doctor had written out a prescription for Ritalin to be taken in 
the morning, before going to school.  The way this diagnosis was carried out, 
was a cause for concern, as ADHD should not be diagnosed in this manner.)  
See 2.7 in Chapter Two (p 43) for more detailed information on the proper 
assessment and diagnosis of ADHD. 
 
 242
The added effect of ADHD on this problem – Hyperactivity is one of the 
major effects associated with the diagnosis of ADHD, especially in boys.  
There was little doubt that hyperactivity was a part of this child’s overt 
behaviour, but as the original diagnosis had not been conducted, according to 
the APA specifications found in the Diagnostic and Statistic Manual IV 
(1994:83-85), hyperactivity had not been conclusively diagnosed as a direct 
result of the ADHD diagnosis.  It is also possible that this apparent 
hyperactivity might be a result of mixed understanding, on the child’s part, of 
what the correct way to behave should be, and an attempt to attain the 
acceptance of his parents and other adults.   
 
Demanding behaviour – This aspect of this child’s difficulties was reported 
by both the pre-primary and primary schools he attended and by his parents.  
The difference was that, whereas the parents would do everything he 
demanded, the schools would not.  His teacher had reported to the parents 
that the child would be constantly walking up to her desk to ask questions and 
sometimes just to get her direct attention and talk to her.  If she was busy 
working with another child, he would get out of his chair and interrupt her, by 
trying to draw her attention in his direction.  The parents did not think that their 
child’s demands were unreasonable, at least, not until it was pointed out to 
them how such demands were affecting them and their circle of friends as 
well.   
 
At home, as at school, difficulties revolved around the fact that this child 
became extremely demanding, requiring the parents’ undivided attention 
almost constantly, whether or not they had visitors, at which time the bad 
behaviour worsened.  This child was extremely spoiled by his father and 
pampered by his mother and he had their undivided attention at all times.  All 
family decisions needed to be child-centred, especially holiday planning, as 
he did not like surprises (another ADHD-related attribute, that although 
relevant, is not sufficient to establish the presence of ADHD).  It seemed that 
the child would take great pleasure in contradicting the adults, especially 
since this contradiction would invariably provide the child with what he wanted 
from one of the parents.  This contradictory behaviour afforded this child 
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assured success, which in turn made him even more demanding. (The 
parents, by their actions, had taught this intelligent child how to work his world 
so that he became its centre.  This strategy, while perfect at home, became 
the pivotal difficulty at school.)   
 
The added effect of ADHD on this problem – Although many of the 
problems described above have been reported as being part of the symptoms 
some ADHD-diagnosed children experience, many other accompanying, or 
related symptoms are not present in this instance.  According to the APA’s 
Diagnostic and Statistic Manual IV (1994:83-85), six of the symptoms listed by 
the APA have to be present together, for a period longer than six months prior 
to diagnosis, and these must not be associated with injury.  See Chapter Two 
(p 43) for further details of the diagnostic criteria used in the diagnosis of 
ADHD. 
 
Although this appears to be true of this case study, upon closer examination, 
one can see that inconsistencies have occurred, especially with respect to 
undisciplined behaviour, or more accurately, behaviour incorrectly integrated.  
The demanding behaviour demonstrated by this child could be associated 
with some of the ADHD’s secondary symptoms listed in Chapter Two (p 80), 
but these same symptoms could be equally associated with the psychosocial 
perspective provided on page 68 of the same chapter.  The symptoms appear 
to be related to ADHD, and may well be, but the lack of a proper diagnostic 
procedure by the professionals who examined the child, coupled with the lack 
of insight and discipline on the part of the parents, casts doubt on the 
diagnostic accuracy. 
 
Precocious behaviour – Precocious behaviour tendencies are typical of 
situations where children become overfamiliar with their parents and with the 
latter’s grown-up friends.  Because adults have the tendency to find such 
behaviour ‘cute’, the child is encouraged to keep on doing it.  Lack of 
discipline and guidance in age-appropriate good manners, is often the culprit. 
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This aspect goes hand in hand with the instances of disobedience and 
disrespect relating to this case study, which have been mentioned above.  
Encouraged to be friendly with the guests and speak his mind, the child 
became a great source of ‘entertainment’ for everyone.  Most people thought 
of him as ‘cute’ - that is until he would say something offensive in their 
direction.  The problem with precocious children is not that they are being 
rude or disrespectful.  The problem lies much deeper and at a different level.   
 
Precocious children have not been taught the difference between being a 
child and being an adult.  They see no difference between their friends and 
their parent’s friends.  To them they are all just friends, some just happen to 
be taller than others.  Precocious children also lack any understanding of the 
authority concept.  They have not been taught to recognise it and therefore 
cannot acknowledge it.  In their minds the rules are the same for children as 
for adults – that is, there are no rules.  Rules are made as one goes along, 
hence the appearance of bullying other children (all of which just happen to be 
physically smaller than the boy in question).  
 
The added effect of ADHD on this problem – Precocious behaviour in 
children can be linked to the ADHD’s primary symptom tendency of inability to 
inhibit behaviour (see Chapter Two, p 77), which coupled with lack of 
discipline supports Steenkamp’s (2001:63) psychosocial perspective that 
correlates interpersonal and relational aspects with poor parental 
management of their children’s behaviour.  See Chapter Two (p 68) for more 
details on the Psychosocial Perspective.  Although such behaviour can be 
associated with the diagnosis of ADHD, in this instance its origin appears to 
be far more convoluted. 
 
5.3.2.2 Suggested coping skills for this case’s ADHD-related 
behaviour management 
 
The following are some of the examples of the coping skills generated during 
the programme’s sessions, where the parents could deal with some of the 
difficulties that they experienced.  As already stated in the first case study, not 
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all of the skills used in the programme are listed here.  These remain just a 
few examples. 
 
• Some of the needs of this case study’s participants 
 
Here, some of the most important needs of this case study will be addressed.  
These were not only important in helping this particular couple, but are also 
important in illustrating how the Coping Skills Programme is designed to work.  
The following areas of difficulty experienced by this couple were mentioned 
above, but without the skills that were applied with a view to resolving them.  
In this section, the mentioned difficulties are not necessarily presented in the 
same order as above, but merely as illustrations. 
 
 
The difficulty:  Disruptive/overbearing manner 
  
At school the child is reportedly disruptive in class, often showing-off.  This 
‘clowning’ tendency is well documented in ADHD-related research, as being a 
coping mechanism, against the embarrassment of not being able to keep up 
with the rest of the class (Barkley, 2005:45; Schachar, et al., 2000:234).  See 
Chapter Two’s section on the Primary Symptoms of ADHD (2.9.2: 74), for 
more details relating to this aspect.  It is possible that this is true in this case 
as well, as this child has been moved from school to school with great 
frequency and his learning may have been affected in the process.  From this 
point of view, it is also possible that his tendency to be overbearing towards 
others may also be a coping mechanism, used in this instance to mask his 
inability to keep up with the rest of the class and as a pretence. 
 
This boy is extremely strong physically and tall for his age.  He has been 
reported to ‘bully’ other children on the playground, but this may have been 
misinterpreted, as this child does not seem to demonstrate true aggressive 
behaviour.  On the contrary, he is very caring towards nature and animals.  
His perceived aggression may be as a result of his physical strength, as his 
‘hug’ feels more like a ‘stranglehold’.  (The mother reported that he often hurt 
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her when he hugged her and the researcher evidenced it first hand when the 
child hugged her goodbye.  His strength is surprising for such a young child.) 
 
The child has also had difficulty forming friendships and in socialising 
appropriately, due to his tendency to hold other children too tightly.  Being 
taller and stronger than others of his age group, he tends to overwhelm them.  
This is one of this child’s biggest challenges.   He tends to monopolise playing 
instances, toys or the choice of a game.  If contradicted he either throws a 
tantrum or he sulks and will not play.  His temperament, a tendency to 
constantly want to have his own way and his inability to relate to other 
children, other than in the manner with which he relates to his parents, results 
in his friends not wanting to visit a second time.  The same happens on the 
playground at school and on outings.  He also refuses to go to friends for 
overnight visits (perhaps because the other children’s parents will not allow 
his customary behaviour) and prefers to have friends visit him instead, but this 
does not happen very often, because he becomes too overpowering towards 
the other children. 
 
This couple reported having kept their child at home or in their company until 
he went to pre-primary a year before he went to school. This might have led to 
inadequate socialisation of the child with other children of his age group. The 
reason the parents gave for not placing him in a crèche earlier was that his 
mother wanted to have him at home with her.  When he finally went to pre-
primary, he was unable to share and play in a group.  The parents said that 
the pre-primary schoolteacher had mentioned that he preferred to play alone, 
having a tendency to grab other children’s toys.  Due to the fact that this child 
is bigger than other children of his age group, he generally manages to get his 
way, as smaller children feel intimidated and any resistance from the teachers 
results in tears.  At pre-primary level, this led to the parents getting upset and 
taking him out of the school, until he was old enough to go to primary school, 
where the pattern continued.  (The parents reported this during one of the 
programme’s sessions.) 
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The solution:  Guidance on how to discipline 
  
This couple’s intention was good, but their method was flawed. They needed 
guidance on how to allow their child to grow and develop, without the 
emotional constraints that he had experienced until now.  In their quest to 
teach their son to be self-sufficient and not to rely on others for help, these 
parents have curbed his emotional and spiritual growth considerably and 
taught him to consider himself as the centre of his world in the process.  
Through the programme’s facilitation, the parents were guided on how to 
discipline their child and how to draw clear boundaries that he can follow in a 
constructive manner.  They needed to be reminded of the qualities and 
attributes that constitute good behaviour for boys, as well as girls, as they 
were likely to be basing their disciplining methods on how they had been 
disciplined as children. 
 
These parents also needed to understand that their son’s natural strength, if 
not channelled correctly, might cause the whole family a great deal of 
heartache as he grows older and stronger.  Concerning this issue, it was 
suggested that the child attend Judo classes in order for him to learn to 
control his strength, as well as to teach him respect towards others who are 
not as strong as he is.  The child also needed to be shown how to differentiate 
between home rules and outside rules, the difference between home and 
school authorities and the difference between ‘wanting to do something’ and 
‘having to do something’.  He needed to learn that individuals have a choice in 
some situations; while at other times there is no choice.  He also needed to 
learn in which instances he must say no, and in which it is safe to say yes.  
This child needed to be taught the correct rules for personal safety, as up until 
then his father had only shown him how to use his strength to defend himself.  
The father was encouraged to teach his son by example, by spending more 
time with his son outdoors, camping for instance, and to invite one or two of 
his son’s friends along for the trip, so that the child might learn to share both 
time and space and so that he may learn responsibility in teamwork. 
 
 
 248
 
The difficulty:  Inability to self-regulate behaviour, possibly related 
to parental disconnectedness 
 
This child’s inclination for disruptive, insubordinate behaviour may be partly as 
a result of ADHD and partly as a result of encouragement from his father, who 
thinks this type of behaviour demonstrates his son’s masculine inclination and 
his perception that boys must be rough.  The mother sees this type of 
behaviour as an irritation and as bad manners, but does not feel free to 
reprimand the child when her husband is present.  As a result the behaviour 
tends to become worse when the family is together.  This child has little or no 
apparent respect for authority or rules, either at home, or at school.   
 
Conflict between home and school rules, therefore, results in disobedience 
and confusion, ending in tearful episodes, requiring parental rescue and 
resulting in unpleasant situations between the teachers and the parents. As 
with many children suffering from ADHD, this child too, does not enjoy any 
kind of change or variation in his daily routine.  This may lead to school 
appearing threatening, as people there do not react to him and his behaviour 
as others do at home. This dislike of change in routine may also be the 
reason why family decisions, such as holiday planning and outings for 
example, have to be made around him.  In this instance, there is a strong 
possibility that ADHD is only partly responsible for the upsets such an outing 
might cause.  It is possible that in this case, the stress caused by his 
insistence on having his way may cause the upsets, (meaning that he gets so 
involved in the tantrum to have his way, that he becomes upset at the 
prospect of failing to achieve his goal, for example), as these upsets do not 
happen with sufficient consistency to be wholly blamed on the effects of 
ADHD. 
 
The couple frequently argues and disagrees about issues relating to their 
child’s behaviour, but tends to do so within his hearing range, especially in 
public or in company, as in the school instances for example.  (They could not 
understand why the researcher asked them not to bring their son with them on 
their first visit, and seemed surprised when they were told that the child’s 
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difficulties should not be discussed in his presence, unless he was being 
addressed directly.  He should not be present in adult discussions of his 
problems, such as in the school’s case and in the case of the coping skills 
related interview.  Doing so may contribute to the child’s confusion of what the 
real matter is and might even cause him to begin thinking that he alone is to 
blame for the difficulties.)   
 
These occasions when his behaviour is being discussed, in his presence, but 
as if he is not there, have provided the child with the means with which to play 
one parent off against the other, i.e. to divide-and-conquer, as often, after 
such an argument, one of the parents will give the child whatever the other 
parent was opposed to in the first place, affording the child the victory he was 
looking for.  Evidently, this kind of strategy does not work outside the home, 
especially in the classroom situation, resulting in tears and tantrums on the 
child’s part and antagonistic defensive attitudes from the parents towards the 
teaching staff.  In a scenario such as this, no one wins and the child stands to 
lose the most. 
 
 
 
The solution:  Consistent unity and agreement between the parents 
regarding discipline 
 
As soon as this couple arrived for the interview it became obvious that each 
parent had a different view regarding the appropriateness of their son’s 
behaviour and how to remedy the matter.  It also became clear that it had 
been the father who had decided to attend the sessions (his wife had probably 
just been asked to come along, if her demeanour was to be used as a guide).   
She seemed to be hoping that her husband would be the one that would be 
helped.  She was clearly not happy to be at the sessions.  She seldom added 
any information, doing so mainly when asked a question directly.  She spent 
most of the sessions’ time looking down at her notes, showing little 
expression, sometimes crying, sometimes, although seldom, contradicting her 
husband’s descriptions of their son’s behaviour. 
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The couple were advised to discuss how they would go about agreeing on 
how to guide their son.  The researcher suggested that they have a family 
meeting and set up new house rules, with proper rewards and punishments in 
place and that they should encourage their son to contribute as well, so that 
his sense of responsibility might be improved.  They were warned against 
using money as a reward, as this was the first thing the father suggested that 
he would be doing.  He was going to promise his son a certain sum of money 
if he could ‘get his act together quickly’. 
 
The following week, they reported that they had had the family meeting and 
had set up some rules.  The father also said that his son was not too happy 
about the new rules, but that he felt better after being able to add some rules 
of his own.  According to the parents, his rewards and punishments were very 
different from what they had expected.  For rewards he said he would like to 
go fishing with his dad or to watch the cricket (presumably at St George’s), 
and for punishments he suggested that he should clean his room.  The 
parents were shown how these powerful clues about his interests could guide 
them to help their son improve his behaviour. 
 
The father had thought money might be the key, while the mother said that 
this was just a phase and that her husband was just making a fuss over 
nothing.  Very different views indeed.  This happened on the fourth session.  
The mother never joined us again after that.  Clearly, she was not prepared to 
implement any of the suggested skills.  Her husband however, persevered.  
He did implement the skills suggested.  Some changes were made along the 
way and the child’s behaviour began to change and improve.  This gentleman 
stayed with the programme until the end, which for this family was ten weeks 
and in the end decided to take his son out of the special school he was in, and 
to re-enrol him in a mainstream school. 
 
The researcher met with the family a year later, and all was still well and still 
improving.  The child had calmed down considerably and although the school 
and the paediatrician still maintain that he has ADHD, the effects seem to be 
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controllable.  The mother still appears sullen and seems the same as when 
they first attended the coping skills sessions. 
 
• The way in which this family dealt with the challenges posed by 
the programme 
 
Surprisingly, this couple did not join forces in their attempt to help their child 
overcome his difficulties.  Their efforts were not consolidated and they were 
not of one mind in this matter.  The father sought help, wanting to minimise 
the friction between his son and the education system, while the mother did 
not agree that the boy needed help.  She also did not agree with the ADHD 
diagnosis and refused to medicate her son, which in this case might have 
been wrong for her to decide.  She became sullen and moody during the 
sessions, did not take part in any of the tasks given and did very little to 
change her possessive attitude towards her son and the friction between 
herself and her husband. 
 
Her husband reported that at home she became counterproductive, often 
minimising the importance of the achievements that her son was experiencing 
as a result of his father implementing some of the coping skills suggested.  
The child was keen and cooperative and gained valuable self-esteem from his 
achievements due to the programme’s work, while his mother tried to play 
down the importance of his achievements.  Eventually she stopped attending 
the sessions altogether and only her husband attended regularly, every week, 
and completed the tasks by himself. 
 
 
 
The difficulty:  The mother’s reluctance to let go of her ‘baby’  
 
As one reads through this case study’s report, one becomes aware of the 
tremendous struggle that this mother was dealing with regarding the decision 
not to have any more children.  This decision should have been made with the 
agreement of both the husband and the wife, and should have taken both of 
their needs, views and considerations into account.  This was not so however, 
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as the wife’s tendency is to sulk when she feels contradicted, instead of 
discussing her point of view in the matter.  As a result the husband’s view and 
wish in this important matter prevailed, to the unfortunate detriment of his 
child’s upbringing and welfare. 
 
 
 
 
The solution:  To bring the mother to the understanding that 
allowing her son to grow and mature did not 
diminish her value as a mother or her son’s love 
for her 
 
Attempts were made to bring this mother to the understanding that no matter 
how old, tall and mature her son would get, he would always be her child, that 
he would always love her and that, in her heart, he would always be her ‘little 
boy’.  This was when she explained that all she wanted was to have had 
another child, that she had not stopped longing to fall pregnant again.  She 
said that she felt cheated to have only been told about her husband’s decision 
to have only one more child after they were married and with their son on the 
way.  She said had she known about her husband’s feelings on this matter, 
she would never have agreed to marry him.  She refused any further help in 
this matter and never attended the sessions again.  There was never another 
chance to help her heal her broken heart. 
 
• ADHD-related issues at school 
 
This couple had extreme difficulty dealing with the school’s opinion of their 
child’s behaviour.  They firmly believed that the school’s staff were targeting 
their son and that they did not like the child, thus refusing to educate him.  In 
truth, the school could do little to help this couple, as they disagreed with 
every helpful effort made by the institution.  By their own admission, the 
couple did not listen properly to what the school’s educators were trying to get 
across, being of the opinion that their child was being provoked into his 
disagreeable behaviour. 
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The difficulty: School problems related to disobedience and 
disrespect 
 
The school’s constant complaint was that this child was uncontrollable, 
disrespectful, a bully to his peers, and disruptive.  These problems alone may 
present serious difficulties, but when coupled with reactions from parents, who 
may have problems of their own, the difficulties were compounded greatly. 
 
It is clear that this couple had major problems before this child came along.  
Firstly, they did not appear to communicate very well.  Secondly, the husband 
appears to run his home under the rule that what he says is to be taken as 
law (he does this in a very nice way, but his assertiveness leaves no one in 
doubt that he wants things done as he says).  Added to this, is the evidence 
that the wife chooses to keep quiet about how she really feels on any issue, 
choosing to sulk angrily instead of speaking her mind. 
 
Both parents refused to see the school authority’s point of view, or even hear 
what they have to say and suggest.  Instead they chose to pretend that these 
educators did not know what they were doing, or how to help in such cases.  
Their unwillingness to see another’s point of view, has resulted in the child 
being taken from school to school, adding to his growing confusion on what is 
right and wrong. 
 
 
 
The solution: To establish proper communication channels 
 
It was suggested that the parents establish new channels of communication 
with their son’s school by arranging a meeting with both the teachers and the 
principal, in order to inform them of the steps being taken to remedy their 
son’s problems.  They were encouraged to share with the school the aims that 
the programme had set for them, telling them about the skills being 
implemented and assuring them that measures were being taken to resolve 
the problems that the child had encountered. 
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It was also suggested that a diary be kept between the teachers and the 
parents, to mutually update everyone about the child’s daily progress.  It was 
recommended that the parents ask the school to allow the child to finish that 
school year, before another evaluation was done, at which point both parties 
would be able to decide what the next step should be. 
 
This was all done in due course, but the school was not happy with the 
measures taken, saying that it had all been done a little too late.  (Perhaps the 
school was more weary of dealing with the parents, than with the child’s 
problems.)  The parents later decided to enrol their son in a mainstream 
school at the beginning of the new school year. 
 
• The parents’ rate of involvement   
 
Throughout this research study’s sessions with this couple, the greatest 
struggle and challenge lay in the mother’s reluctance to connect to the aims of 
the programme.  It was very clear from the start that she had no intention of 
doing anything that might be suggested.  (It became very clear to the 
researcher, right from the beginning, that she had been told that she had to 
attend the classes.  It became equally clear that she had made up her mind 
prior to attending, that she would not do so, even if she had to sit through 
each session.  She was there, but she was not connected to the rest of the 
group, both at the sessions and at home.) 
 
Clearly this couple were also disconnected in their home situation.  She was 
perhaps doing all her household duties out of a sense of obligation, while at 
the same time she might be withdrawing more and more each day from her 
husband, both personally and emotionally and becoming over-connected with 
her son.  She definitely showed an obsessive tendency to protect him at any 
cost.  This was clearly seen in the school’s reports of their encounters 
(correspondence between the couple and school was shown to the 
researcher by the husband, as a way to prove how rude and unfair the school 
had become). 
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As a result of this personal friction between husband and wife, and between 
the couple and the school authorities, most of the child’s inappropriate 
behaviour could be attributed to faulty discipline and improper social 
boundaries.  This can be seen in the fact that his unacceptable, improper 
social behaviour improved considerably during the programme’s sessions, 
even despite his mother’s negative interference and attempted influence.  The 
father also reintroduced the Ritalin during school time and this helped to 
improve some of the child’s concentration and coping mechanisms in class.  
Even though this case study is not one of the most successful in many 
aspects, it is nevertheless a success story in its own right, as this child went 
on to join a mainstream school the following year and was doing well, with 
considerable improvement of his grades, according to the last feedback report 
from his father. 
 
 
????? o0o ????? 
 
 
5.3.3 Case Study 3: A family with two daughters: one aged 
sixteen and another ADHD-diagnosed, aged fourteen. 
 
5.3.3.1 Background history 
 
This case examines a family of four.  The parents are in their mid-fifties to late 
fifties and have two daughters, aged sixteen and fourteen.  They came in 
search of help for their younger daughter, who had been diagnosed with 
ADHD by the family’s paediatrician, while still in pre-primary school. According 
to the mother’s report, the girl had refused to listen to her parents’ requests, 
advice and admonishing ever since she was young, she would not submit to 
discipline, teaching or advice from anyone.    
 
The parents, both professionals in their own right, had been dealing with 
various health problems related to their younger daughter since she was a 
baby, and her mother, a nursing sister by profession, seemed to be constantly 
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over-preoccupied with her child’s health.  The father on the other hand, was 
totally disconnected from his family.  He appeared oblivious of the fact that 
something might even be wrong and blamed his daughter’s behavioural 
problems on his wife’s constant ‘fussing’ he mostly blamed his wife for all their 
difficulties regarding their child.  She was either too fussy, not attentive 
enough or she nagged too much.  Whatever his wife did, it was never 
adequate).  He provided for the family’s every material need.  Both parents 
had good salaries, the family lived in a comfortable, good upper-middle class 
suburb.  The children lacked nothing, from the latest technology and fashion 
to the best education. 
 
• Medical history and background 
 
The parents came to the interview together, but the mother did most of the 
speaking regarding her child.  She described their daughter as having always 
been a very active, disruptive child.  She was breastfed for the first four 
months, but sat alone, walked and spoke later than other children of the same 
age, saying her first words for the first time only at the age of three years.  
She tended to be precocious and have an unpredictable temperament.  At the 
age of two, while on a holiday trip, she suddenly went into febrile convulsions 
(a type of infantile rhythmic heart malfunction) and the couple had to seek 
immediate medical help. At the age of two years and six months, the doctor 
the family was seeing at that time prescribed Phenobarb as a form of 
treatment for convulsions.  By the time she was in Grade one, she was on 
Ritalin.  Within the space of five years and because of her increased 
uncooperative behaviour, she was given Ritalin SR 20 LA during the day and 
two Dixarit at night.   
 
The doctors decided to discontinue the Ritalin, Dixarit and the Prozac and 
started her on Risperdal and Epilim together.  When this too did not work the 
doctors tried Tegretol and Risperdal.  This seemed to cause a lull in behaviour 
in the morning, but by afternoon she was experiencing rapid mood swings and 
her behaviour was worsening.  From approximately the age of five years, the 
child had been complaining of head and stomach pain, for which doctors 
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could find no apparent cause.  These complaints had led to two EEGs, two 
MRIs, multiple eye tests, numerous bowel irrigations and a colonoscopy. 
 
She had also encountered numerous school-related difficulties, but these 
improved slightly upon being diagnosed and the correct remedial intervention 
followed.  As she grew up, her behaviour began to deteriorate.  By the age of 
eleven years she began to display signs of oppositional-defiance behaviour, 
which deteriorated as she became older.  By the time she reached her twelfth 
birthday she began to display extremely disrespectful behaviour, swearing, 
displaying temper tantrums and increased disruptive behaviour at school.  At 
this point the family’s doctor prescribed 10ml of Prozac to be taken daily, 
which provided a slight improvement in behaviour.  However, within four 
months, she was experiencing severe mood swings, hyperactivity, irrational 
thinking patterns and a lack of cooperation.  During the next six months there 
was a noted increase in depression and negative self-talk.  She began to 
threaten to kill herself. 
 
The mother reported that this family had a history of depression on the 
maternal side (the mother’s anxiety levels and insecurity regarding her ability 
as a parent, are clearly visible.   She has a tendency to relate to her children 
as she would towards her patients, in a very clinical manner, trying to explain 
all their difficulties by attempting to find a medical reason for them).  
 
• The parents’ perspective regarding their difficulties 
 
The parents first approached the researcher for help with their daughter, 
because they felt that her behaviour was beginning to affect their marital 
relationship and the family’s stability as a whole.  The mother reported that 
their child would resort to temper tantrums to get her way, which could be 
aggravated by anything she might perceive as critical of herself.  Tantrums 
would also occur if she were not given what she wanted.  The mother 
described her as stubborn, aggressive, irritable and having poor self-esteem.   
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Her parents said that she had no apparent problems in crèche or pre-school, 
but that now she was older she would constantly try to avoid school and 
would leave the class and the school, to walk home if anything there was not 
to her liking.  They said that she continually asked to be home-schooled, as 
she had a strong disliking for all her teachers.  She reportedly did not relate 
well to lady teachers, preferring male teachers, did not form healthy peer 
relationships and had poor social skills.  Her mother said that she constantly 
complained of aches and pains, especially headaches and stomachaches and 
she was constantly anxious when she was alone.  She slept with the windows 
closed, even when the weather was hot, and the doors open.  The parents 
said she was extremely fidgety, suffered from separation anxiety and would 
not leave their side easily.  The parents finally reported that doctors thought 
their daughter’s behaviour might be indicative of childhood onset of Bipolar 
Disorder. 
 
• Aspects of ADHD-related difficulty relating to this case study and 
how these are impacted by the effects of ADHD 
 
The aspect of temper tantrums – This child showed very marked signs of 
Opposition Defiance Disorder (ODD), as described by the APA’s Diagnostic 
and Statistical Manual of Mental Disorders (1994:91).  ODD is classified as 
part of ADHD’s co-morbid associated disorders, which cause significant 
impairment and disruption of normal activities (Lawlis, 2004:36; Barkley, 
2005:169).  
 
(The doctors that have examined this young girl over time have also 
diagnosed ODD, as well as Childhood onset of Bipolar Disorder.  The problem 
seems to be that none of the physicians appear to be certain of their 
diagnoses, as the girl’s symptoms are erratic in nature.  She will present 
strongly with one set of symptoms one day and with another, completely 
different and unrelated set the very next day.  It is as if she acts on cue to 
what her mother expects her to do.  I tend to believe that she has heard too 
many descriptions of various behaviours and has learned to ‘produce’ such 
actions as needed.  This assumption stems from the fact that she has 
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‘enacted’ what appeared to be a seizure, for which the doctors found no 
evidence, yet she fooled her mother who is still convinced the doctors have 
missed something.)  She was given to losing her temper easily and frequently, 
especially when she was contradicted, denied access to something she 
desired or wanted to do, or when she perceived that she might be viewed 
negatively.  She frequently threatened her mother, once even using a kitchen 
carving knife to do so.  The family usually did whatever she asked in order to 
avoid such scenes. 
 
According to the parents, their child lost her temper easily and frequently, 
especially when she was contradicted.  She often threatened her mother, 
swore at her teachers and damaged property when in fits of temper.  Although 
these descriptions appear to be clear cases of either ADHD or ODD, or both, 
not every instance of undesirable behaviour, is necessarily a result of 
disorders like these.  In many instances, even in those where ADHD or ODD 
are found, it is necessary to discipline the child and guide him/her within the 
boundaries of appropriate behaviour.  In this case, this family was not only 
inconsistent in the use of disciplinary methods, but also used instances where 
discipline would have been advantageous, to curry favour with their children. 
(The father would openly ‘bribe’ his daughter into doing what he wanted, by 
giving her something she valued in return.  This is how she acquired a laptop 
computer and a cell phone.  She was asked to behave ‘nicely’ towards her 
mother and she would be given those things.  She behaved.  She acquired a 
flat screen TV, a surround sound system, and a private bank account in the 
same manner.  The father himself, who saw this way of managing his 
daughter as being preferable to ‘fighting’, related this to the researcher.) 
 
The parents did not appear to respect each other’s views and opinions in 
most instances.  This was observed during the Coping Skills sessions, where 
the husband, although present, would only speak when the intention was to 
discredit his wife’s statements.  He appeared to be there, merely to referee 
and edit what was being said and it became apparent, very early on, that he 
thought his daughter’s behaviour was perfectly acceptable and that it was his 
wife’s attitude that caused his daughter’s bad behaviour to flare up.  This view 
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was held regarding misbehaviour at school also.  Numerous letters from the 
various schools to the parents speak of the lack of cooperation between the 
parents and the school in attending to the child’s behaviour problems.  They 
mention how their many efforts to implement correction strategies, such as 
detention for example, were either ignored or refuted by the parents, who 
chose to take the child’s side in the matter. 
 
The added effect of ADHD on this problem – Although the behaviour 
mentioned in the previous segment can be attributed to extreme cases of 
ADHD and ODD (Barkley, 2005:169; Lawlis, 2004:36; APA, 1994:91), this 
case study’s participants present an extremely convoluted picture, making the 
pinpointing of the exact problem very difficult.  Clearly, this is where the 
physicians that have examined this girl have encountered their diagnostic 
difficulties.  The greatest difficulty in this case appears to be with the mother 
and her tendency to try and attach a medical reason to everything that 
happens to her family, especially in the case of her youngest daughter.  It is 
very likely that this girl’s behaviour is related to ADHD, but the latter is not 
wholly responsible for all of the behaviour.  This aspect will become clearer in 
the next few paragraphs.   
 
Regarding stubbornness, aggressiveness and poor social skills – This 
girl displayed strong stubborn tendencies that were often reinforced by her 
parents’ disconnected behaviour.  She would insist on having her way on 
every possible occasion, knowing that her father would give her what she 
wanted, regardless of how her mother felt about the matter.  She was very 
aggressive towards her family, especially towards her mother and her sister.  
She showed similar aggressiveness towards her peers, teachers, doctors, 
therapists and whoever represented an authority figure.  She had exhibited 
this type of behaviour since she was very young.  Her aggression may have 
been manifested in physical aggression, such as in the throwing of objects, 
hitting, kicking and the slamming of doors to stop others from following her.  
Such aggression may also have been in the form of bad and obscene 
language, usually directed at persons in authority, or those who opposed her, 
such as her peers.   This child showed no appropriate social skills when she 
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visited the researcher’s office, instead she showed antagonism and marked 
disrespect.  Her father accompanied her, as she refused to have her mother 
present.  He appeared to accommodate her every whim, spending the whole 
interview speaking to her in hushed tones and otherwise making excuses for 
her lack of compliance. 
 
(The following sequence helps to illustrate the extent to which this girl was 
able to manipulate the circumstances around her.  When the father arrived 
with his two daughters at the researcher’s office, the 14-year-old girl 
immediately stated that she would not answer any questions, do any tests or 
speak to the researcher.  She said this in the researcher’s presence, with her 
back to the researcher and looking at her father.  The researcher waited until 
everyone was seated and then spoke directly to the girl.  Repeating back to 
her everything that she had just uttered, the researcher asked if she had been 
understood correctly, to which the girl curtly answered ‘yes’.  The researcher 
then said to her that, that would be fine, but it required that she, the girl, keep 
to her decision.  The girl listened showing no emotion or response.  She was 
told that she would not have to address the researcher for the remainder of 
the interview, or add anything to what might be said, or even contribute in any 
way.  She nodded in agreement, at which point the researcher began to 
address the 16-year-old sister and the father instead.  They spoke on, 
‘ignoring’ the 14-year-old girl as if she were not present. 
 
She sat there, sullen and quiet, fingering a file she had brought as an obvious 
exhibit of sorts, perhaps waiting for the opportunity to deny the researcher 
access to it.  As she was being ignored, she became more and more uneasy.  
She was not becoming disruptive, squirming in her seat, tapping her father on 
the arm and trying to draw attention to herself, as expected, but she was 
listening intently to the conversation.  The researcher had pre-empted the 
father to try to ignore her outbursts as far as possible, so that she could be 
better assessed.  He did so. Eventually, about twenty minutes into the chat 
that was taking place between the researcher, her sister and her father, she 
spoke out and added something of her own.  The researcher stopped the 
conversation and reminded her that she had said that she did not wish to 
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speak to the researcher and for that reason the researcher did not wish to 
address her or be addressed by her at that point.  She was also informed that, 
when the other three people were finished speaking, she might then add what 
she wished to say.  She went silent for about five minutes and then 
announced that she was sorry and that she wished to be a part of the 
conversation also.  She was allowed to join in, after everyone had agreed that 
she could.  She then produced the ‘dog-eared’ file, which contained some of 
her essays and drawings.  This turn of events clearly surprised her father, 
who just sat there, forward in his chair for a change, listening to his child 
telling the researcher how writing and drawing helped her to organise her 
thinking and make sense of the things she needed to do.  The remainder of 
the interview took place peacefully and a great deal was learned all around.  
The father and his daughters visited for over an hour and afterwards, during 
the next session, he mentioned how they had never seen her react in that way 
towards anyone else.) 
 
This girl’s strong stubborn tendencies and aggressiveness appear to have 
had a direct bearing on the girl’s poor social skills.  She had no idea how to 
deal with anger, opposition or with satisfying her needs and wants.  She just 
demanded and literally ‘strong-armed’ her way in and out of any situation.  
This behaviour pattern appeared to be reinforced by the father’s attitude to the 
problem.  (He often alluded to the fact that being a girl, with financial means of 
her own, she would eventually get married, so that there would always be 
someone looking after her.  He felt that she did not need an education and 
that he could not understand what the fuss his wife was making, was for.) 
 
The father viewed his child’s stubborn streak as a characteristic, rather than a 
flaw, and thought of her aggressiveness as determination.  He clearly could 
not see that his daughter needed to be properly disciplined and he constantly 
argued with school principals, teachers and anyone who tended to agree with 
his wife, that his daughter needed help.  During the sessions he maintained 
that his daughter’s aggression towards her mother (in the instance where she 
threatened her mother with a kitchen knife) was just a case of ‘false bravado’ 
and that she would never carry out the threat.   When the mother related that 
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she had been scared for her safety, he replied that she was clearly 
‘dramatising’ the whole episode. 
 
He maintained from the beginning that his child’s apparent aggressiveness 
towards figures of authority was just a demonstration, on her part, of her 
individuality and independence, which the school was trying to ‘squash’ in her.  
In his opinion, she was just being ‘assertive’.  He neither required her to 
apologise, nor did he seem to expect it.  In fact he appeared proud of the fact 
that his child was able to ‘stand up’ to authority.   
 
The added effect of ADHD on this problem – Stubbornness, 
aggressiveness and poor social skills may all be considered, strictly speaking, 
a part of the ADHD-diagnosed traits found in most hyperactive patients 
(Melnick & Hinshaw, 2000:83).  See Chapter Two (2.9.1: 72).  The unique 
characteristics of this case study however, do not lie in the symptoms 
themselves, but in their intensity.  This girl, according to her mother’s report 
and that of the schoolteachers, could go out of control in a ‘flash’.  She coud 
be quiet and composed one minute and in a rage the very next minute, for the 
pettiest reason.  Her symptoms appear to fit more appropriately within the co-
morbid disorder descriptions of disruptive behaviour, mood disorders and 
anxiety disorders set out in Chapter Two (2.8: 56).  It is likely that this girl 
suffered from more than one type of associated disorder, which, coupled with 
the lack of appropriate discipline, resulted in overexaggerated behaviour.  (As 
past history is usually a very good predictor of future outcomes, she may even 
behave in an anti-social manner in later years, if her behaviour is allowed to 
continue unchecked.) 
 
Extreme mood swings – Her mother reported that she might display 
irritability one instant and euphoria the very next moment.  Likewise, she 
might be calm one moment and out of control in the very next minute.  One 
moment she might be peacefully watching television and the next she would 
storm out of the TV room, go into her own room and begin throwing objects 
about, kicking and slamming doors.  Then just as suddenly, she would 
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become remorseful and depressed.  Her mother also reported that she had 
threatened to commit suicide on various occasions. 
 
As a result of this girl’s numerous and at times, violent mood swings, doctors 
and specialists had attempted to control her rage with various medications 
and combinations of medications, with very little success.  Within a month of 
starting this medication, she began showing signs of Obsessive-Compulsive 
Disorder, childhood depression and thoughts of suicide with increasing 
intensity.  The prescribed Prozac appeared to help with the problematic 
behaviour at school, but within three months there was a sudden and 
dramatic deterioration.  The abusive language and behaviour towards the 
school teachers suddenly escalated, coupled with irrational thoughts and 
activity.   
 
(From the above report and descriptions provided by the girl’s mother, it 
seems apparent that the professionals that had been involved might be 
attempting to pacify the mother more than attempting to resolve the girl’s 
problems.  The seemingly erratic use of medication was a matter of great 
concern.  It seemed baffling that no one seems to have had a concrete and 
definite diagnosis for this case and what may have started off as a pure 
medical case of ADHD and associated disorders, may well have ended in a 
case of anti-social behaviour or even delinquency) (Sonna, 2005:118; Taylor, 
1999:623; Faigel 1995:147). 
 
Coupled with the array of medication, extreme by anyone’s estimation, was 
also the fact that all she desired was provided for her by her father.  She had 
her own entertainment centre in her room, with all the paraphernalia any 
electronics expert might enjoy.  The difference was that she was only twelve 
when she had demanded it and her father had got it for her the next day.  She 
had her own laptop with Internet connection, so she did not have to share the 
family computer in the den.  She also had the latest cell phone, which got 
upgraded regularly, as well as her own bank account into which her father 
deposited R250 every three weeks and she could come and go as she 
pleased.  This child was only fourteen years old at the time. 
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The added effect of ADHD on this problem – Mood disorders are very 
much a part of the diagnosis of ADHD (APA, 2000; 1994:83-85; Sue, et al., 
1994:518), but such ADHD-related mood instances need to be present prior 
to medication of the patient.   In this instance, as seen above, this was not the 
case.  This girl’s behaviour seemed to become obvious only after medication 
had been administered.  (Although the mother had reported that such 
behaviour did occur after the medication was terminated, the researcher is of 
the opinion that such behaviour, in those instances, might be a result of 
having learned how to behave in such a manner while on the medication, 
instead of genuine ADHD-related feelings of depression and real mood swing 
instances). 
 
Poor self-esteem and difficulty forming lasting relationships – According 
to this girl’s mother, the girl employed a great deal of negative self-talk, 
displayed extremely poor self-esteem and in certain instances, poor self-
confidence.  These aspects were a part of her constant vocabulary and 
attitude all day long.  Her mother reported that her child’s favourite phrase 
was “everybody hates me!’  She was very aggressive towards her peers, 
causing them to avoid her company.   As a result she could not form good, 
lasting relationships with anyone, and her antagonism towards her teachers 
did not encourage warmth from them towards her.  She trusted no one and 
believed other people did not like her and did not want to be in her company.  
The attitudes she generated from others towards herself, served only to 
confirm the negative self-feelings she already had about herself.  Her 
mother’s constant urging her to better herself was seen as an irritation.  The 
only one who never comments on either her looks or her behaviour was her 
father.  With him, her every wish was his command.  There was no discipline 
from her father’s side, only collaboration. 
 
She tended to prefer her own company, not wanting to eat meals or watch TV 
with the family.  As a result her father had set up her bedroom with every 
convenience imaginable.  She had her own bank account, but used the 
automatic teller to draw and deposit money, in order to avoid speaking to the 
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cashier inside the bank.  She picked out and bought her own clothes, toiletries 
and other articles herself, and then just paid for them at the checkout counter.  
She avoided engaging in any conversation with the sales staff at stores and if 
they tried to engage her in conversation, she would just leave to go 
somewhere else.  She tended to be greedy and selfish with her possessions, 
not sharing them with anyone, not even her sister.  She also had the latest 
cell phone, laptop and television, and seemed to rely on these material things 
as a way to boost her importance, as her older sister did not have them.  (The 
reason for this discrepancy was not clear to the researcher.  When the 
parents were asked about the matter, their response was a shrug of the 
shoulders and the remark that the older daughter did not care for such things 
and never asked for them.  They also said that she was quite content to just 
borrow her younger sister’s computer from time to time.  They failed to see 
that the younger child used such opportunities to cause disruption.)  The girl 
used these objects to constantly taunt her sister, by making her sister beg to 
use them.  If her parents forced her to share them with her sister, this became 
her cue to begin one of her rages. 
 
The added effect of ADHD on this problem – Poor self-esteem and 
difficulty forming lasting relationships is well documented in literature as being 
an integral part of the symptoms associated with ADHD (Rief, 2005:3-21; 
Taylor, 1999:607; Sagvolden & Sergeant, 1998:1; Sue, et al., 1994: 173-263).  
In this instance, the girl’s behaviour was being reinforced by the rewards 
given to her by her father, very often against her mother’s will.  (The mother 
reported these facts during the coping skills sessions, while the father did not 
deny the facts.) 
 
Truant behaviour and disregard for authority – According to the girl’s 
mother this kind of behaviour did not become a problem until she became old 
enough to walk home alone.  The parents said that she did not seem to have 
a problem in crèche or pre-school, but when she became older, she 
constantly tried to avoid school and just left and walked home if anything at 
school was not to her liking.  The parents said that their child’s constant 
requests to be home-schooled and her strong dislike for all her teachers, 
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made matters very difficult at home, as the mother wanted her child to finish 
school, but the father regarded this as unnecessary. 
  
As reported by the mother during the programme’s sessions, the girl has 
absolutely no regard for authority and, it appears, her parents, especially her 
father, do not require that she alter her views.  She swears at the teachers 
and anyone else who dares to contradict her.  In turn her father confronts the 
school authorities with suggestions that perhaps their staff might have 
provoked such behaviour from his child.  She has never been required to 
apologise or control her behaviour in any way.  She will not comply with any 
school rules, will not attend detention and only goes back to class after break 
when it suits her.  Often she just leaves the school premises and goes home 
on foot.  She does not tell anyone when she leaves or why.  She just 
disappears from the school grounds at will and is never seriously reprimanded 
for such behaviour, especially not by her father.  At home she behaves 
exactly the same way.  She will walk out of the front door to go for a walk 
without telling her parents when and where she is going and comes back 
when she wants to do so. 
 
The added effect of ADHD on this problem – The literature clearly states 
that ADHD-diagnosed individuals have specific problems related to the 
adhering to rules, authority and other people’s opinion, emphasising that it is 
imperative for parents and educators to be specifically patient, but firm in their 
discipline management (Barkley, 2005:47; Lawlis, 2004:36; Fachin, 1996:437; 
Oosthuizen, 1995:14; Sue et al., 1994:512; Dykman & Ackerman, 1993:137; 
Shaywitz & Shaywitz, 1993:232).  The reports in this case study show 
patience being replaced with compromise on the part of the father and a total 
lack of appropriate discipline from an early age.  The mother’s impatience and 
constant admonitions are only seen as an irritant, especially because her 
husband does not support her. 
 
Tendency to hypochondria and constant anxiety – This girl’s constant 
complaints of aches and pains might well be related to her mother’s constant 
reference to illness and that the latter might be to blame for the girl’s 
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difficulties.  As she had full access to her mother’s textbooks, it is possible 
that she was enacting some of the symptoms in order to obtain her parent’s 
attention and sympathy, as she seems to know exactly which symptoms 
belong to which illness and appears to be able to imitate them at will when 
she wants to attract attention.  Both parents report that she constantly craves 
attention.  Her constant anxiety could be a result of mixed messages being 
received from the parents and school authorities, or it could be feigned.  
(From the reports given to the researcher by the school principal, it seems as 
if the girl chooses to obey those whom she can manipulate, as he reported 
trying to appear to be on her side in an attempt to keep her at school, and 
how she then refused to be taught by anyone else except him.  When he said 
he could not teach only her, but had to teach others also, she got up and left 
the school premises.) 
 
This child was extremely fidgety and had a need to be constantly with either of 
her parents.  She suffered from extreme separation anxiety.  She was very 
afraid of what she was not able to control and would stay awake for as long as 
she could, by watching TV, going on-line on her lap-top and playing games on 
her cell phone, until late into the night. She slept with the windows closed, 
even when the weather was hot, and the doors open.  The parents said she 
would not leave their side easily, but had never attempted to get to the core of 
this fear, as she refused to speak about it to anyone.   
 
The added effect of ADHD on this problem – Although co-morbid disorders 
such as anxiety disorders are considered part and parcel of the ADHD 
diagnosis (APA, 2000; 1994; Sue, et al., 1994: 165 & 516; Rubin & Asendorpf, 
1993:153), hypochondria does not seem to be listed anywhere, or by anyone 
as a symptom of ADHD.  For this reason, it seems logical to assume that, 
while this case study girl’s feelings of anxiety might be a justifiable result of 
ADHD, her reported aches and pains are probably unrelated and a result of 
something other than ADHD.  See Chapter Two (2.8:56) for more detailed 
information on ADHD’s co-morbid disorders. 
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5.3.3.2 Suggested coping skills for this case’s ADHD-related 
behaviour management 
 
The following were a few of the skills used to deal with some of the difficulties 
that this family experienced.  As already stated in the first two case studies, 
not all of the skills that were used during this intervention are listed here.  As 
before, these remain just a few examples. 
 
• Some of the needs of this case study’s participants 
 
The following areas of difficulty experienced by this couple have already been 
mentioned above, as in the previous two case studies.  Likewise, the 
difficulties used as examples in this instance, will not necessarily be 
presented in the same order as above, but remain mere illustrations, as 
before. 
 
 
The difficulty: Stubbornness, aggressiveness and poor social skills 
 
 
In many examples of ADHD diagnosis, it has been found that the children 
thus diagnosed, display a certain amount of stubbornness, aggressiveness 
and sometimes even poor social skills (Barkley, 2005:169; Lawlis, 2004:36; 
Sue, et al., 1994:512).  In most of these cases, the behaviour can be altered 
to a certain degree and the children in question can be taught to control their 
impulses with greater efficiency as time goes by (Sonna, 2005:153; Barkley, 
2005:106-112; Neethling, et al., 2005:32-37; Davies & Witte, 2000:135).  In 
the majority of such cases, another element is also at work, that is, the 
parents are willing to help the changes to occur, by becoming the child’s 
‘cheer leaders’. 
 
Not so in this case.  The mother attributed all of her child’s overt behaviours to 
illness, while the father saw them as attributes of character, assuming that 
these would later help her to survive in the world.  Neither saw this child’s 
behaviour as something any of them could do anything about.  From the 
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mother’s perspective, there had to be a ‘pill’ out there somewhere that when 
taken, would change the child’s behaviour automatically.  The father on the 
other hand, did not see that anything needed to be changed.  He saw his child 
as ‘spirited’, nothing more.  Neither managed to see their contribution to their 
child’s behaviour acquisition, or that they were teaching her, by their own 
attitude, to behave as such.   
 
 
Solution:  To set out appropriate house rules 
 
 
It was suggested that the family sit down and set up appropriate house rules, 
with proper punishments and rewards, in order to curb and rectify the girl’s 
behaviour tendencies.  (The researcher suggested that the parents remove all 
the ‘gifts’ from her room and require that she earn them back, by changing her 
behaviour adequately.  These ‘gifts’ had just been handed to her, by her 
father, as a kind of ‘bribe’ for behaving in a certain manner at a particular time.  
The father was not happy to do this and took the best part of six weeks just to 
remove the TV from her room.)  The suggested skills were put into effect very 
reluctantly, sometimes only after four sessions (the equivalent of one month’s 
work instead of a week).  Many of the skills were implemented, but not 
according to the way they had been designed to work.  Instead they were 
implemented ‘if’ the child felt like complying.  There were mostly rewards, but 
there were seldom any punishments.  Against all advice these rewards 
consisted mainly of cash (amounts as high R200 or R300 at a time, as 
reported by the mother). 
 
The girl was known to lock herself in her room, in order to keep her mother 
and sister out, so it was suggested that the key be taken away.  When they 
did take away the key, she went out and bought another one.  After that the 
parents just left her to lock her door if she wished.  There were no 
consequences to this action. 
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 The difficulty: Temper tantrums 
 
Conduct disorders and oppositional defiant behaviour is very often associated 
with ADHD-related behaviour (Barkley, 2005:169; Lawlis, 2004:36; Sue, et al., 
1994:512).  Such behaviour usually results in considerable impairment and 
disruption of everyday activities, but unlike the example seen in this particular 
case study, ADHD-related conduct disorders and oppositional defiant 
behaviour usually encompass every aspect and instance of the sufferer’s 
world.  In this case study the discrepancies are clear.  The behaviours are real 
and possibly related to the girl’s ADHD diagnosis, but the intensity and the 
instances when these episodes happen seem to indicate that the girl has 
learned to use her tendencies to her own advantage, rather than curb their 
occurrence.  
 
The mother described some of these instances as scary.  She would scream 
at them and use foul language, she had kicked them, and she had also kicked 
down her sister’s door, chased her mother and her sister with a kitchen knife 
and thrown herself on the floor in a fit.  The important aspect of this report by 
the mother was the remark that all of these instances had happened in the 
absence of the girl’s father.  When he was home, she appeared to be fine.  
She managed to get her father to see things her way and generally managed 
to get her parents to argue and fight, at the end of which she generally 
managed to achieve her own way. 
 
 
The solution:  Earning of privileges  
 
 
Various skills were suggested, such as taking away her privileges and 
allowing her to earn them back, but these were carried out half-heartedly, and 
the mayhem she caused eventually brought everything to a halt.  The mother 
tried various ways to get her to cooperate, but the father always came in and 
called it off saying that ‘it was enough’.  As a result little progress was made. 
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The difficulty: Poor self-esteem and difficulty in forming lasting 
relationships 
 
Social phobia and social problems are some of the most common difficulties 
reported in connection with ADHD diagnoses  (Barkley, 2005:105; Melnick & 
Hinshaw, 2000:73; Guevermont & Dumas, 1994:164; Sue, et al., 1994:173).  
The negative self-scrutiny and behaviour inconsistency experienced and 
employed by ADHD-diagnosed individuals usually results in negative 
interpersonal connections and unsuccessful creation of lasting relationships. 
 
In this instance, the girl’s motives were generally self-serving, her actions had 
a tendency to be violent and harsh towards others and her speech, both self- 
addressed, as well as towards others, was mostly of a negative nature, which 
caused the members of her peer group to avoid her.  The mother reported 
that almost everything she said had a negative undertone, no matter whom 
she spoke about, but especially when referring to herself.  She was uglier 
than so-and-so, dumber, no one liked her, she hated everyone and she was 
going to kill herself.  No amount of praise and encouragement helped for long.  
The father put it all down to a ‘phase’ she would eventually grow out of, but 
the mother was desperate to help her child. 
 
 
 The solution: Introducing her to tasks that she would be sure to 
succeed at and giving her praise for her successes 
publicly 
 
This too was short-lived.  She discovered that she was excellent at baking, so 
she baked cakes to be eaten after dinner as pudding.  The trouble was that 
she did not allow anyone to eat any of them; she would sit and eat the whole 
cake not allowing the rest of the family to have any.  The mother told her that 
this way it was only half a task accomplished and the father told the mother to 
leave the child alone.  She had baked the cake after all, so it was technically 
hers to eat.  Once again the whole effort was defeated. 
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The difficulty: Disregard for authority 
 
Conduct problems are often also a very visible and real part of the ADHD 
diagnosis (Barkley, 2005:47; Fachin, 1996:437; Oosthuizen, 1995:14; 
Dykman & Ackerman, 1993:137).  Aspects such as the ones that have been 
described by the mother of the girl in this case study are not uncommon 
(Shaywitz & Shaywitz, 1993:232).  What seem remarkable is the intensity this 
girl demonstrated and the fact that her parents tolerated it.  See Chapter Two 
(p 88) for more on ADHD-related conduct problems. 
 
This girl cared nothing for authority, nor did she acknowledge it.  Her mother 
constantly described the embarrassing instances when they would be out 
together and the child would be rude to someone older.  She cared nothing for 
rules.  She was insolent to everyone and insulted anyone she felt like 
insulting.  The father never required that she apologise, despite the mother’s 
efforts, and excused her behaviour at every turn, saying that the adults in 
question must have provoked the disrespect.  As he was not there when it 
had happened, he would take his child’s side. 
 
 
 The solution: To teach her about respect by example 
 
The suggestion was for the parents to teach their child from the beginning, 
what they had failed to do before.  They would show her how to respect other 
people and require that she respect them as well.  In turn they would show 
her respect also.  By the same token, the parents would show better respect 
for each other, especially the father towards his wife, as he constantly ran her 
down in front of the children, belittling her at every turn.  He always minimised 
what she had to say in front of his children, thus elevating himself.  He was 
asked if he was prepared to carry this out and he said that he would.  The 
mother reported that things appeared to work well for a little while, but soon it 
all returned to the old manner of behaving.  As soon as the girl refused to 
comply, she was allowed to stop. 
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• The way in which this family dealt with the challenges posed by 
the programme 
 
Sadly, this is one of the cases that best illustrate how easily a programme 
such as this can fail.  It fails because it needs people to carry it out.  It needs 
consistency, dedication and patience.  The couple in this case study had none 
of these attributes between them. 
 
They lacked perseverance, consistency and mutual respect.  The couple did 
not agree with the cause of their daughter’s behavioural problems.  They 
wanted quick results to a problem that took them fourteen years to develop.  
The child may have had ADHD and even ODD, but the parents, especially the 
father, did not at any time, attempt to help his child correct her behaviour in 
any way.  In fact he appeared to be jeopardising the very efforts being made 
by his wife and the researcher. 
 
He kept on as he always had; he stood behind his daughter in all her 
misdeeds and would turn against the very people that were trying to help.  
The father was one of the biggest stumbling blocks in this effort.  Despite the 
fact that this family stayed in therapy for nearly three months, little or no 
improvement took place.  These parents still struggle today. 
 
• ADHD-related issues at school 
 
The school staff did not get any support from this family, instead they were 
criticised regarding the events that took place in the school involving this 
couple’s daughter.  This case study had very specific instances relating to 
school problems directly linked to this child’s inappropriate behaviour.  Even 
though her mother related that she had been diagnosed with ADHD early in 
her childhood, the fact that she presented no noticeable problems in crèche or 
pre-school, almost suggests that this initial diagnosis might have been 
inapplicable or inadequate in this case.   Crèche and/or pre-school are where 
such problems, if they exist, are first noticed by those in charge of the 
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children.  However, this does not seem to be the case here.  This child’s 
problems appeared to surface much later, in mid-primary school, when she 
began to leave school in rebellion, and to walk home by herself. 
 
This child’s difficulties appear to be a combination of various factors.  There 
are possibilities of genetic influence (Castellanos, 1999:181; Cherkes-
Julkowski, et al., 1997:29; Rowe 1994:80; Schachar, 1991:174), as the 
mother seems to suffer from depression and anxiety, while the father appears 
to be undisciplined and aggressive, the difference is that he does not show 
open aggression.  This does not indicate that he does not have aggressive 
tendencies, only that he is able to control them.  Steenkamp’s (2001:63) 
psychosocial perspective fits this profile equally well as this case study has 
numerous examples of poor parental management, marital discord and 
disciplinary problems. 
 
Another factor affecting this case study’s behavioural difficulties appears to be 
the excessive use of medication, which seemed to aggravate this girl’s 
already exaggerated behaviour tendencies.  She seemed to show increased 
behavioural extremes mostly when heavily medicated, but when she is not on 
medication, her behaviour shows more vestiges of Oppositional Defiance 
Disorder (ODD), as described by the APA’s Diagnostic and Statistical Manual 
of Mental Disorders (1994:91), than it does ADHD-related behaviour.  This 
assumption is further supported by this child’s tendency to blaspheme and 
use offensive language, and also by her tendency to resort to dangerous and 
threatening behaviour, not commonly seen in true ADHD-diagnosed children, 
but more commonly associated with Tourette’s Syndrome or Conduct 
disorders  (Barkley, 2005:169; Lawlis, 2004:36; APA, 2000; 1994; Sue, et al., 
1994:519-520). 
 
 
 
The difficulty:  Lack of parental control  
 
Many different aspects were present in this case that were directly 
responsible for its many problems and difficulties.  The most obvious was the 
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aspect of lack of collaboration between the parents.  Another was the 
husband’s lack of respect for his wife, which helped to set the precedent for 
the lack of respect that developed between the mother and her child.  The 
total disregard for discipline by both parents was another, if not the greatest, 
stumbling block for this family’s parental control. 
 
The gross lack of discipline appears to have begun when the child was still 
very young and very ill.  At this stage the parents did everything they could in 
order to keep the child happy and comfortable through her many medical 
ordeals and procedures.  Later it seems that other medical instances were 
being ‘invented’ as a means to excuse the inappropriate behaviour that had 
developed over time.  These behaviours became progressively more difficult 
to control, as the child grew bigger and stronger.  At this point, the problem 
had begun to spin out of control.   
 
 
 
The solution:  To establish and implement adequate discipline 
 
It was suggested that the parents sit down with their children, and establish a 
new set of house rules that would integrate the adequate use of rewards and 
punishments.  These ‘new rules’ were to be discussed, evaluated, agreed 
upon and established by all four members of the family.  Once agreed upon, 
these were to be kept in place by the parents and the rewards and 
punishments, such as the earning and forfeiting of privileges, were to be 
appropriately used when necessary.  The parents were instructed to focus on 
the positive behaviours more frequently than on the negative aspects.  This 
was to be achieved by praising and encouraging appropriate behaviour and 
conduct, while redirecting inappropriate and unacceptable behaviour. 
 
This, however, never happened.  According to the mother, as soon as they 
got home, her husband made a few derogatory remarks regarding the effect 
that such changes would bring to the household, doing so within the hearing 
range of their daughters.  It seemed that this immediately provoked a fit of 
angered temper from their younger daughter, who began to kick and slam 
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doors, throw the contents of her room about and issue forth a stream of 
insults and blasphemies.  There was no family meeting that night, or any other 
night for almost three weeks after that.  Eventually, some insignificant rules, 
mostly based on what the child wanted done, not the other way around, were 
agreed on, which led to the older daughter doing most of the household 
chores, while the younger child continued as before.   
 
Not much was ever achieved by this family, despite attending the entire 
programme’s sessions.  In all that time they produced only half-hearted efforts 
at completing task assignments.  They also asked for added therapy and 
counselling time afterward, but even after attending these for a period of time, 
nothing changed.  The father appeared unmoved by both his wife’s anguished 
displays of concern and the school’s reports.  At the age of 14 years, the 
young lady was still in grade six, with no hope of promotion, as she was 
seldom at school and did none of the work required.   
 
• The parents’ rate of involvement   
 
The rate of involvement of these parents was negligent throughout, to say the 
least.  No amount of encouragement and support from the researcher seemed 
to make any difference.  The father remained unmoved throughout the whole 
period that they spent with the researcher, almost as if he was elsewhere.  All 
that could be noted, was the permanent ‘smirk’, an expression that the 
researcher could not decipher, whether it was a result of embarrassment or a 
way to cover up his irritation.   He clearly meant to prove to his wife that there 
was nothing of importance wrong with their daughter.   
 
The mother, on the other hand, was visibly distraught.  Her medical training 
began to interfere with both her common sense in this matter, and also with 
the way in which she related to her child.  She seemed to interact with her 
daughter more in a nurse/patient manner than in a mother/daughter 
relationship.   She insisted on taking her daughter to see every doctor that 
would listen to her, without much success.  Neither she nor her husband has 
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ever taken any responsibility for their part in their daughter’s behaviour 
development. 
 
At no time did this couple ever show any sign that they agreed on anything 
regarding their children.  The husband simply worked long hours to avoid 
coming home to a conflict situation.  At the time of the writing of this 
manuscript, nothing had changed.  This young lady is now nearly 17 years of 
age, still has only grade six and cannot be controlled or taught with any more 
success than before her parents attended the Coping Skills Programme.  The 
researcher, the young lady’s doctors and therapists, as well as her mother, 
are still all in contact with one another, but there’s nothing that anyone can do, 
as long as the young lady, herself, refuses to be helped and as long as she is 
supported by her father in this view. 
 
 
????? o0o ????? 
 
 
5.3.4 CONCLUSION 
 
The above examples have served to demonstrate the level of help that can be 
attained from the use of the Coping Skills Programme.  They have also 
served as an indication of the level of involvement needed by the parents, to 
achieve the required results.  Like any other tool used for behaviour 
management, this too requires that the end user be totally dedicated to using 
it to its full potential.  One lesson that can be drawn from the above case 
studies might be that, in order for this type of programme to offer the kind of 
assistance that it was designed to offer, the participants need to be totally 
committed to full participation, discipline and hard work.   
 
By itself, it remains just another programme, but with the commitment of a 
dedicated team it can provide the parents of ADHD-diagnosed children with 
an effective method for behaviour modification that can benefit the whole 
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family, in all its spheres.  The final chapter will provide the conclusions, 
recommendations, limitations and some suggestions for further research.  
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CHAPTER SIX 
 
CONCLUSIONS, RECOMMENDATIONS AND LIMITATIONS  
 
 
 
6.1 INTRODUCTION 
 
The aim and purpose of this study was to assess the efficiency and level of 
effectiveness that the Coping Skills Programme can provide for the parents of 
children diagnosed with ADHD.  This was done by means of a qualitative 
study.  The study’s conclusions, recommendations and limitations will be 
presented in this chapter, as the final stage of this research study. 
 
In the preceding chapters the background to the research study was provided, 
as were the problem statement, research aim, clarification of concepts, 
research design, methodology and research plan.  The theoretical 
perspectives on ADHD, an overview of the Supplementary Coping Skills 
Programme as a model for the management of ADHD-related behaviour were 
also presented, along with a theoretical explanation of the chosen research 
design and methodology, and the procedures that were used.  Evidence of 
the findings of the research study was offered in the form of three case 
studies.  In this final chapter the conclusions, as well as the recommendations 
regarding the programme and its limitations will be laid out, with suggestions 
for further research in this field. 
 
 
6.2 CONCLUSIONS OF THE RESEARCH STUDY  
 
6.2.1 Main conclusions 
 
From the case studies presented in the previous chapter and, as described by 
Barkley (2005:176), Neethling et al. (2005:22), Sonna (2005:236) and by 
Wallace (1998:174), it is possible to infer that the following aspects may have 
a significant and sometimes direct bearing on the outcomes of a programme 
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of behaviour modification, such as the Coping Skills Programme, in terms of 
which its effectiveness can be measured: 
 
• Confusion regarding parental role clarity and the role of the child in the 
home. 
• The effect of parental unity and/or discord on ADHD-related behaviour.  
• Parental understanding regarding their child’s ADHD-related needs and 
difficulties. 
• The effectiveness of behaviour modification in relation to the level of 
parental involvement.  
• The use of effective, positive communication to achieve optimum 
results. 
• Parental understanding of the role of discipline and how to use this skill 
to benefit the ADHD-diagnosed child. 
• The value of consistency in behaviour modification. 
  
 
????? o0o ????? 
 
 
 
 CASE STUDY ONE 
 
 
 
Parental role clarity – This couple did not have serious problems with the 
aspect of role clarity and understood fairly well what their role position was as 
parents and guides within their family unit.  The only difficulty this couple had 
experienced had been regarding the aspect of which parent should be 
responsible for the care of the children during times of illness, but the 
programme provided them with added clarity, support and encouragement in 
this important aspect. This couple related well to one another and to their 
children and the children related equally well to each other and to their 
parents.  These children did not have a problem relating to authority figures, 
whether within the home or outside.   
 282
Parental unity – In this case study, the couple were united and agreeable.  
They worked through their differences and cooperated with one another.  
They also tried to find ways around aspects with which they found 
disagreement, i.e. if they did not agree with a suggested point of view, they 
would voice their doubt and work through the information.  They did not 
necessarily always agree with one another or with the researcher for that 
matter, but they would resolve the dispute in an amicable, logical manner, 
coming to the best of all options.  They used the skills learned during the 
sessions to improve on their relationship and their views regarding their 
children’s needs. 
 
This couple worked well together and were prepared to listen to each other’s 
reasoning and work through their differences.  Once these insecurities had 
been properly communicated between the couple, a more efficient plan of 
action could be devised and followed. This aspect was advantageous to their 
attempts at behaviour modification, as they began by modifying their own 
behaviour first of all.  The implementation of the programme’s skills could then 
be effected efficiently and successfully. 
 
Parental understanding of ADHD-related issues – In this instance, both 
parents were aware that their child’s difficulties were related to ADHD, but 
were unaware that some of their existing coping skills were exacerbating the 
problem.  Although this couple had a good understanding of the intricacies 
relating to ADHD, they enjoyed having their many questions answered by 
someone who understood their child’s difficulties and could provide insight 
into their management.  For them it was fairly easy to understand their part in 
their child’s ADHD-related difficulties.  This good underlying understanding, 
was the main reason for their general success, along with their democratic 
way of viewing their home life, themselves and their children. 
 
Parental involvement – As denoted in the previous chapter, the level of 
involvement of the couple in the first case study was of great influence on their 
experienced outcomes.  This couple immersed themselves in the programme 
completely.  They changed whatever needed to be changed, even when at 
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first they did not see the point that was being made.  They tried every 
suggestion and made adjustments when necessary, to suit their needs and 
their children’s difficulties.  As a result of their enthusiasm, their children’s 
behaviour improved progressively, as they presented a strong, united front.   
 
They gained considerable insight from the programme’s sessions and took 
turns implementing the different skills, achieving far greater success than if 
only one parent had executed them.  Their different personalities added 
considerable value to their achievements.  The level of this couple’s 
involvement played a major role in their combined success. 
 
Communication – In the first case study, the couple were not communicating 
their concerns to one another, regarding their children’s physical wellbeing 
properly.  Each parent in turn had experienced varied levels of trepidation 
regarding the same issues, and they had also expressed this insecurity 
differently.  The way in which they had dealt with their uncommunicated fears 
and concerns, resulted in a series of disciplining errors that, added to their 
children’s ADHD-related difficulties, aggravated matters.  Discussing this 
aspect with the researcher during the programme’s sessions, helped this 
couple to understand the value of good communication between them, as well 
as with their children, their children’s teachers and other professionals. 
 
Discipline – In this case study the matter of discipline had been greatly 
affected by the anticipation that their children might need them (the parents) 
suddenly.  It had also been affected by inadequately established behaviour 
habits that had become difficult to stop when the children had grown up.  The 
programme’s input enabled this couple to quickly alter their views regarding 
their children’s wellbeing and trusting the children’s ability to call if they 
needed their parents’ help, especially at night.  Using the methods and 
strategies discussed during the sessions, the couple set about establishing 
new household rules, a task they chose to share with their children and which 
worked well for them.  The children’s discipline improved, both at home and at 
school and their ADHD-related difficulties, which had been affected by this 
aspect before, became more manageable. 
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Consistency – In this case study, both parents had a positive worldview, 
attitude towards problem solving and towards each other as members of a 
united family.  Although their children did not appreciate all the changes that 
occurred as a result of the programme’s implementation, the parents were 
encouraged to remain consistent.  As a result of the couple’s discipline 
consistency and perseverance the children complied with what their parents 
put in place as management skills, as both parents were equally liked and 
valued by both of their children, making this couple’s work more effective.  
The children’s feelings for their parents were obvious when the family were 
together in the researcher’s office, where the children related to both parents 
equally well. 
 
 
????? o0o ????? 
 
 
 
 CASE STUDY TWO 
 
 
Parental role clarity – In this case study, role clarity was somewhat unclear.  
The husband understood his role as being that of the person responsible for 
setting the rules and making the important decisions, while others must only 
comply.  The wife understood that her role was to do as she was told and so 
she was less assertive, in that she still did what she wanted to do, only she 
told no one about it until the action was completed.  Once it was done, her 
husband did not oppose her.   
 
Their roles as husband and wife, father and mother were discussed, as was 
their son’s role towards them and theirs towards the boy.  Once the husband 
had understood this concept, he no longer expected his wife to simply do as 
she was told, but he began to discuss matters with her in greater detail and 
they began to agree on some things, which helped to improve their son’s 
difficulties.   
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Parental unity – This couple were not united in their involvement as were the 
couple in case study one.  They were also less committed to each other and 
the programme.  They appeared to be in discord over the need for the use of 
the programme and it appeared as if the husband had made the decision 
alone. The husband did most of the talking, completed all the tasks allocated 
to them by the programme and gave all the feedback. 
 
This couple’s personal disharmony also appeared to have a bearing on this 
family’s achieved outcomes, and despite the fact that the programme provided 
special help for this family, regarding their personal relationship, and its 
influence on their son’s problems, the wife refused to cooperate.   
 
Parental understanding of ADHD-related issues – In this instance, the 
couple’s general knowledge of ADHD and its effects, was mostly based on the 
little their doctor had told them and what they had heard others say about it.  
They had not attempted to find out more about ADHD from good, reliable 
sources, before attending the Coping Skills Programme’s sessions.   
 
The husband, although very assertive, quickly realised that some of his 
actions had actually made the problem worse and immediately began drawing 
insight from the programme’s information and making changes, in order to 
help his son overcome his difficulties.   
 
Parental involvement – In this instance, this couple’s efforts were only 
partially successful, due to their different rates of involvement, both in the 
programme’s implementation and in the way in which they related to each 
other and to their child.  The husband was far more involved and committed 
than his wife, who stopped attending the sessions by the end of the third 
appointment, and she began to act in a counterproductive way at home.   
 
During the programme’s implementation, the husband in this case study 
showed a greater willingness to adapt and become involved.  Generally 
speaking, the wife’s involvement was counterproductive in relation to that of 
her husband.   
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Communication – In this case study example, the participating couple’s 
communication too, was inadequate.  Each partner would simply assume that 
the other ought to know what the trouble might be.  Both expected the other to 
make the necessary adjustments, but neither communicated their needs.   
 
Both parents experienced concerns about the physical heath of their child, 
which, coupled with their own individual life experiences, exacerbated matters, 
as neither communicated their fears to the other, each expecting the other to 
guess what each was feeling.  The husband’s ability to communicate 
improved as a result of discussions with the researcher during the 
programme’s sessions, but although he could communicate better with his 
son and the school officials, he still seemed to have difficulties where his wife 
was concerned.   
 
Discipline – This aspect, which had been erroneous before the start of the 
programme, improved immensely as a result of the skills acquired during the 
sessions. The father described how he drew strength and comfort from 
knowing the appropriate way with which to deal with his son’s difficulties, 
which had been provided by the programme.  He set out new ways to 
discipline his son and slowly began to see the difference in the boy’s 
demeanour and confidence.   
 
Consistency – In this instance, the father, who had begun from a sceptical 
point of view, seeking confirmation of his stance towards the school’s view, 
began to acquire the appropriate consistency-related skills with which to 
change their situation.  He heard how he could involve his son in the 
household rule setting and implemented the suggestions offered.  He was 
encouraged to use consistency when implementing the new rules and as he 
did so, he saw the positive changes happen.   
 
The father’s level of consistency gradually improved with the progression of 
the sessions and as he acquired a better knowledge of his son’s problems.  
This altered and improved the father’s initial inconsistent attitude towards 
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discipline and behaviour requirements, which helped him establish the few 
successful skills that he put in place.   
 
 
????? o0o ???? 
 
 
 
 CASE STUDY THREE 
  
 
Parental role clarity – The couple in this case study did not seem to have a 
clear understanding of their individual roles.  The husband seemed to think 
that his role was to simply provide finance with which to run the household 
and buy luxuries.  He determined what was to be purchased, where it was to 
be purchased and when the shopping took place.  The wife, although also 
employed, did not have a say in how to spend her salary.  Her husband, who 
gave her a small allowance every week to use for small purchases such as 
petrol, or milk and bread emergencies, also controlled her salary. 
 
It became clear, right from the onset of the programme’s sessions that the 
wife also did not understand what her role was supposed to be.  She confused 
her role at work with her role at home and applied work rules to solve home 
problems.  This confusion caused her great distress, as she could not relate to 
her children in any other way than on a professional basis. 
 
The children in this household too, had not been taught their role as 
daughters, sisters, school pupils, peers and friends.  They could not relate to 
the parents or to authority appropriately or adequately, resulting in untold 
difficulties.  The youngest daughter took it upon herself to rule the home and 
seemed to assume her mother’s role, as she was the one dictating the orders 
and requiring everyone to obey.  As the family followed her lead, whether to 
keep the peace or to avoid her anger, this assumed role became more 
engrained and established. 
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During the Coping Skills Programme sessions the researcher attempted to 
show the parents how these misconceptions and role confusion were affecting 
their daughter’s progress and aggravating the problem, but neither parent 
wanted to alter their position or the way their home was being run.  They were 
reluctant to change their situation, the husband perhaps because he liked 
being in control of the financial running of their home and the wife, perhaps 
because she was afraid of not being able to cope outside her professional 
rules and norms.  As a result, little or no progress was ever made in getting 
the girl to accept her role as daughter and as a subordinate to the authority of 
the adults, both at home and in social settings such as the school arena. 
 
Parental unity – In this instance, the husband was totally disconnected from 
his family.  He openly acted in a condescending manner towards his wife, 
quietly humiliating her during the sessions.  Their personal problems were 
many and appeared to be connected to the couple’s lack of unity, both in their 
relationship as well as in their relationship with their two daughters.   
 
The researcher tried to make the couple see the need for unity in their thinking 
and their actions, in order to provide the girls with the kind of direction they 
needed.  They showed very little enthusiasm and although they agreed to try 
some of the suggested skills, they did not follow through, as they could not 
agree on whose responsibility it was to carry out the needed work. 
 
Parental understanding of ADHD-related issues – In this case study, both 
parents had erroneous ideas regarding the role of ADHD on their child’s 
behaviour.  Although the mother should have had a fairly good background 
knowledge of the effects of ADHD on behaviour, her views were grossly 
exaggerated. The father, on the other hand, decided that there was nothing 
physiologically or physically wrong with their daughter.   
 
This couple did not have a good understanding of ADHD or of its effect on 
behaviour.  They also relied heavily on their own understanding of the 
information they received (i.e. they would interpret the information they were 
receiving in such a way that it served to justify and excuse their daughter’s 
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behaviour and would look for added information to add to what they already 
had, whether it was applicable or not). They did not understand what caused 
her behaviour.   
 
Neither was prepared to listen to the other’s opinion or to the information 
given to them through the Coping Skills Programme, nor did they listen to 
doctors and other professionals.  In this instance the parents’ understanding 
and perceptions, regarding their child’s ADHD-related needs and difficulties, 
negatively influenced the programme’s implementation, resulting in little 
and/or short-lived change. 
 
Parental involvement – In this case study the parents’ involvement was 
inconsistent.  The father’s involvement was characterised by aggression and 
domination, while the mother’s involvement was exaggerated and 
counterproductive.  This couple attempted to focus all their attention on their 
child’s behaviour, especially where it caused school-related difficulties, but 
retained the attitude that someone or something else might be used to solve 
the problem.  There was never an attempt made to alter their conduct as 
parents, or their degree of involvement, both at home and during the 
programme’s sessions, even when shown how their behaviour was 
inappropriate and directly influencing their younger daughter’s behaviour.   
 
Neither parent ever agreed to become more involved in the process of 
managing their child’s difficulties more effectively; neither did they attempt to 
suggest ways by which they could attempt to manage her behaviour more 
efficiently.  Instead they expected the researcher and the programme to 
provide all the answers.  Despite the fact that this couple attended all the 
sessions and stayed in therapy for over twelve weeks, not much changed in 
all that time.  The father remained uninvolved and constantly sabotaged the 
mother’s efforts, by negating the effects of any skill being applied at home, in 
the child’s presence and the mother simply carried on as before. 
 
Communication – This couple did not communicate well with each other, 
their children or with outsiders.  At the beginning of the programme’s sessions 
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the husband had a tendency to speak in riddles and examples, rather than 
giving the facts as they were.  He often attempted to portray himself in a better 
light than his wife, often alluding to the fact that the child’s difficulties were 
mostly her fault.  (She fussed too much, or did not pay enough attention, or 
she nagged too much.  The list was quite extensive.) 
 
The researcher attempted to guide this couple into better communication 
methods and habits, both between the family’s members and between them 
and the school.  Despite all the support offered by the programme and the 
researcher, no positive action or any attempt to change their methods ever 
happened. 
 
Discipline – In this instance, discipline was practically non-existent in this 
couple’s household.  From their reports it became apparent that their daughter 
ruled their home.  This gave rise to the majority of the problems that this 
family experienced concerning their child’s school, as she expected to exert 
the same kind of influence there as she did at home. 
 
During the programme’s sessions the researcher attempted to guide the 
couple into generating new household rules, with consequences and rewards, 
contributed by everyone.  Once at home, due to the behaviour of their 
younger daughter, little was done to establish rules any different from those 
that had already existed before the programme’s implementation.  New rules 
were never established and the couple’s daughter was allowed to continue 
much the same way as she had before. 
 
Consistency – Both parents came into the programme’s sessions with 
negative and contradictory attitudes from the start.  This resulted in 
inconsistency in the way they related to one another, the way they viewed the 
programme’s role and in their discipline implementation.  Neither parent had a 
plan of action in mind, or was prepared to consider suggestions in this regard.  
They were not consistent in their conduct towards their daughter’s behaviour 
management, the running of their home or their actions towards solving their 
daughter’s school related difficulties.    
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6.2.2 Detailed conclusions 
 
The Implementation of the Supplementary Coping Skills Programme over a 
given period, to different types of families with ADHD-diagnosed children, and 
then comparing the level of assistance that each derived from the 
programme’s implementation, provided the necessary data to assess the 
efficacy of the programme of behaviour modification.  Examination of each 
case study, presented in the previous chapter, clearly revealed that all 
parents, initially, reported having various personal problems and difficulties, 
independent of those that were due to the effects of ADHD on their children’s 
behaviour.  How each couple dealt with these problems during the 
programme’s implementation, significantly affected the programme’s 
outcomes and implementation.  As the main objectives of this study were to 
establish whether the Coping Skills Programme could adequately address the 
ADHD-related difficulties experienced by the parents of ADHD-diagnosed 
children, to establish the extent that such difficulties could be addressed and 
to ascertain with which difficulties the programme would be most effective.  
Another objective was to be able to make recommendations to parents of 
ADHD-diagnosed children based on the findings of this research study. 
 
The participant couples displayed varied levels of role clarity, both regarding 
their own roles and also those of their children.  Parents did not always have a 
clear understanding of the role of their children in the home and school 
settings and regarding the management of their own ADHD-related behaviour. 
Parental unity and/or discord regarding decision-making, and also regarding 
aspects related to home rule setting and discipline are crucial.  Where the 
couple was not in agreement, integration of the necessary coping skills 
became more difficult.  Parental understanding and perceptions regarding the 
child’s ADHD-related needs and difficulties, are of importance to the 
implementation of the necessary coping skills.  Application of appropriate 
skills of behaviour modification became easier and more effective when the 
ADHD-relevant information was found to be accurate.  The level of parental 
involvement was found to affect the effectiveness of the programme.   
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Disconnectedness on the part of either parent appeared to hamper effective 
implementation of appropriate skills conducive to effective behaviour 
modification.  Inadequate, ineffective or negative communication proved to be 
counterproductive to the effective implementation of appropriate skills of 
behaviour modification.  Children showed a need for clear instructions and 
guidelines.  The parents’ understanding of the role of discipline and of the 
children’s ability to abide by disciplinary rules was found to be equally 
important to the success of the programme’s implementation.  Where the 
rules of discipline were clearly explained the children showed less resistance 
to obeying. Consistency was found to be a challenging aspect of the 
programme’s implementation. Participants constantly found themselves 
becoming inconsistent in order to resolve conflicting difficulties resulting from 
behaviour adjustment.   
 
 
6.3 THE EXTENT TO WHICH THE COPING SKILLS  
PROGRAMME WAS ABLE TO HELP WITH THE  
ADHD-RELATED DIFFICULTIES EXPERIENCED 
BY THE PARENTS 
 
The difficulties faced by parents of ADHD-diagnosed children are as varied 
and unique as the children who have been diagnosed with the disorder.  Such 
difficulties, which have been discussed throughout the chapters of this 
research study, derive from ADHD-related influence on neurological impulses 
and may be threatening to the wellbeing of the families involved.  The 
following were some of the areas most influenced by the implementation of 
the Coping Skills Programme: 
 
One of the important aspects addressed by the Coping Skills Programme is 
that of parental role clarity.  The parents’ understanding of their role within the 
family, as well as the role of their children in the home and school settings, is 
key to the success of behaviour management, a view that is also supported by 
Barkley (2005:117).  Where the parents understood their role and the role of 
their children correctly, the results of the coping skills implementation were 
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more swift and marked in comparison with the couples that misunderstood 
their children’s roles and responsibilities and/or their own. 
 
Parental unity in decision-making and regarding aspects related to home rule 
setting and discipline was significant.  In instances of unity and agreement, 
the results of the programme’s implementation were more positive and 
noticeable, than where the couple disagreed and there was discord.  Parental 
unity was found to promote obedience and compliance from the ADHD-
diagnosed children more effectively than when the parents disagreed. 
 
Where personal issues prevent parental unity and cooperation regarding the 
management of their children’s ADHD-related behaviour, parents should strive 
to resolve these first (Maniadaki, Sonuga-Barke, Kakourus, & Karaba, 
2005:245; Sonna, 2005: 71). The Coping Skills Programme serves to 
encourage parental unity by providing couples with a neutral forum within 
which to discuss their differences aided by a facilitator expert in conflict 
resolution.  
 
The Coping Skills Programme allows parents of ADHD-diagnosed children to 
adjust the perception that, somehow, their child is flawed and therefore the 
proper and conventional rules of moral and social training do not apply.  
Parental understanding of ADHD-related issues is facilitated and encouraged 
by the programme, in the provision of relevant and up-to-date information of 
all aspects relating to ADHD.  The programme also offers parents of ADHD-
diagnosed children much needed support and a neutral place where their 
concerns can be spoken out and possible helpful strategies and skills 
discussed, without the fear of stigmatisation and criticism.  In this light, the 
programme was able to clarify matters relating to home and social discipline, 
and offer suggestions that the parents might employ to ease their difficulties in 
this area. 
  
Disconnectedness on the part of either parent appeared to hamper effective 
implementation of appropriate skills conducive to effective behaviour 
modification (Barkley, 2005: 82).  Parental involvement was encouraged by 
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the programme’s weekly tasks, planned to guide the parents into observing 
their children’s behaviour from new perspectives.  Where parents were 
involved and well connected to their children’s needs, the effectiveness of the 
implemented coping skills was more positive and evident, than in instances 
where one of the parents chose not to become involved in the programme’s 
implementation. 
  
Another common area of difficulty faced by most parents is that of 
communication.  The three cases depicted in this research study show a fair 
representation of the problems and difficulties that may develop, due to 
improper and/or inadequate communication between the members of the 
family.  Such communication is equally important between the family and 
others outside their home, such as the school staff, the medical staff and other 
professionals, who might be involved in the education, treatment and 
management of the ADHD-diagnosed child.  As language forms an important 
and integral part of this communication process (Barkley, 2005:55), it is 
important that parents of ADHD-diagnosed children understand what 
communication entails.  Speaking is as important as listening, or paying 
attention to one another.  The parents also need to understand the equally 
important aspect of ‘listening’, not just hearing, in communication (Levine, 
2002:98) and how this two-way tool can be successfully used to improve 
communication. 
 
The Coping Skills Programme deals with this aspect of behaviour 
management, by elucidating the parents on how to improve the ‘eye contact-
listening skill’ that everyone possesses, but that is very often underused.  
Parents are able to experience, first hand, how their child might understand 
their requests and directions, by repeating some of these requests and 
directions and listening to themselves from the child’s perspective.  This can 
be done by using role-play or by taping the segments and playing them back 
to the parents. 
 
Another common and challenging difficulty encountered and also one of the 
most difficult to resolve, is discipline (Sonna, 2005: 153-165). Discipline in 
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itself is merely a regulatory tool with which to guide an individual’s moral life 
and lifestyle.  It exists and is usually in place prior to the arrival of children into 
a couple’s life.  However, the quality of existent discipline and the couple’s 
understanding of this important, moral training process may already be faulty 
prior to the arrival of children.  The couple’s individual understanding of the 
concept of discipline will combine to form their home’s discipline norms and 
values, with which the couple will regulate their family’s behaviour. When this 
process is added to the couple’s emotional view of their child and the child’s 
ADHD-related difficulties, the combination may warp the correct and adequate 
execution of such training (Miranda & Presentaciόn, 2000: 169; Fiore, Becker 
& Nero, 1993: 164). 
 
In other cases, the parents may have a tendency to allow inappropriate 
behaviour to develop, understanding it to be a part of the disorder’s make-up 
and therefore, excusable (Levine, 2002: 327).  Another variation of this 
problem often exists when the parents themselves are undisciplined, having 
grown up in homes where discipline was loose, casual or even neglected 
(Pretorius, 1998: 291).  Such parents do not usually have the necessary 
arsenal of skills needed to discipline a child with behaviour difficulties.  ADHD-
diagnosed children raised in such homes may display very disruptive and 
sometimes even, anti-social behaviour of the type seen in case study three of 
the previous chapter, for example. 
  
During the implementation period of the Coping Skills Programme consistency 
was found by the participants to be another challenging aspect.  Parents 
constantly found themselves becoming inconsistent in order to resolve 
conflicting difficulties resulting from behaviour adjustment.  Through the use of 
the programme, parents were able to see that their ability to overcome and 
control this tendency for inconsistency during skill execution, demonstrated 
that behaviour modification is directly related to parental attitude as a 
behaviour guideline for the ADHD-diagnosed child.  Children take their 
behavioural cues from their parents’ actions and instructions (Lange, Sheerin, 
Carr, Dooley, Barton, Marshall, Mulligan, Lawlor, Belton and Doyle, 2005:76; 
Seipp & Johnston, 2003:87).   Consistency becomes the boundary the 
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children use as a guide.  When an action is carried out using the same 
structure of behaviour, within the same constraints, behaviour modification 
becomes integrated more efficiently (Pretorius, 1998: 49). 
 
The above are merely some of the examples of the way in which the Coping 
Skills Programme addresses the difficulties faced by the parents of ADHD-
diagnosed children.  The strategies and skills discussed for each difficulty will 
vary from family to family, depending on their unique cases and needs, 
making the Coping Skills Programme versatile and flexible enough to be used 
by anyone willing to put it through its paces with dedication and commitment. 
 
 
6.4 RECOMMENDATIONS REGARDING FUTURE AREAS OF 
IMPROVEMENT FOR PROGRAMMES OF BEHAVIOUR 
MODIFICATION 
 
Having completed this research study and carefully examined all the data 
gathered, having studied all the information obtained from the various 
participants and after having compiled the case studies that were presented in 
the previous chapter, the following recommendations seem to be applicable: 
 
• The need for increased awareness regarding parental role 
clarity and unity 
 
With the implementation of the Coping Skills Programme it became clear that 
there is confusion among couples with regard to parental roles.  Parents seem 
to equate gender with certain tasks related to child rearing.  There appears to 
be confusion regarding what each parent is ‘allowed’ to do and what each is 
‘required’ to do.  This role confusion should be minimised by means of 
programmes such as the Coping Skills Programme, as these can reach 
society with greater ease. 
 
This applies to the aspect of parental unity as well.  In this research study 
parents appeared to equate ‘unity’, or agreement, with ‘loss of control’.  This 
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obvious misconception could easily also be clarified and expounded upon 
through the support offered by the Coping Skills Programme. Where personal 
issues exist, parents should strive to resolve these first (Sonna, 2005: 71).  
Many times, such issues and problems act as a filter through which everything 
else may be viewed, providing the parent with an inappropriate perception of 
the child’s difficulties.  Often, the parents’ problematic issues serve to 
augment the child’s ADHD-related difficulties, by adding a burden of guilt to 
the child’s already muddled understanding of his/her own challenges.  
Parents, who approached the researcher seeking help and counsel, came as 
a result of the experience of marital discord in most areas of their marriage.  
There appeared to be a common thread running through all their complaints: 
they all seemed to have ADHD-diagnosed children at the centre of their 
disputes.   
 
Such aspects are not new to researchers, as the study carried out by 
Maniadaki, et al. (2005:245), on the influence of maternal emotion on the self-
efficacy beliefs of their children, shows.  Sensitivity to such personal issues 
needs to take precedence in programmes of behaviour modification such as 
the Coping Skills Programme, and these need to be addressed first in order to 
set the foundation for efficient change. 
 
• The need for professional and social support, guidance and 
understanding of ADHD-related issues 
 
Throughout the course of this study, the need for professional and social 
support for parents of ADHD-diagnosed children, as well as guidance and 
understanding of their position, has become salient. The importance of a good 
support system is mentioned in Teeter (1991: 272), Barkley (2005:299) and 
MacGraw (2005:15).   There is a need for professionals to include the parents 
more closely in the diagnosis process.  This will help the parents to gain the 
necessary understanding of the child’s ADHD-related requirements.  Also 
evident in this research study is the aspect of diagnosis procedures.  This 
diagnosis process needs to be carried out with greater precision and the 
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medication of children better monitored by the professionals involved (see 
case study three in Chapter Five).   
 
• The need for increased awareness and information 
 
Socially, there needs to be an increased public awareness, from reliable and 
trustworthy sources, such as the research fraternity, with a view to curbing 
misinformation.  Appropriate knowledge, regarding adequate and correct 
forms of treatment, both medicinal and otherwise, and behaviour modification 
strategies need to be made public, as mentioned by Rief (2005: 61) and 
Whalen and Henker (1991: 135).  This will, in time, greatly minimise 
misinformation and confusion, regarding ADHD and the correct treatment and 
management of ADHD-related difficulties.  
 
With regard to guidance and support, there is a great need for professional 
practitioners to guide parents of ADHD-diagnosed children to relevant and 
trustworthy counsellors and facilitators who are well versed in ADHD-related 
issues (Lawlis, 2004: 209).  Such people may offer the kind of help and 
support that many parents need, but which doctors and paediatricians do not 
have time for in their daily practices. 
 
• Parental level of involvement and attitude 
 
In this regard, parental involvement does not only refer to the involvement of 
the parent in the management of the ADHD-related behaviour, but also to the 
parents’ involvement in the everyday life of the family (Barkley, 2005: 82).  In 
many cases, and as was seen in the examples used in the previous chapter, 
one of the parents may not be totally involved and participating in matters 
such as discipline, health and education.  Some people have an automatic 
tendency to assume that such areas are solely the mother’s domain and that 
the father’s role is to simply provide the means to carry out the task.  The 
attitude of such people is to assume that someone else will always be in place 
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to do what is necessary.  A greater awareness of this aspect needs to be 
made through the use of programmes such as the Coping Skills Programme. 
 
• Improving future behaviour modification programmes 
through good communication, discipline and consistency 
 
As a result of these specific problems, two other sections should be added to 
the profile of future programmes.  One of the sections should deal with 
personal and marital problems, communication and combinations of these, 
based on past experiences that have not been properly resolved prior to the 
marriage.  Among other issues, this section should deal with problems faced 
by couples that have been previously married, have divorced and remarried 
new partners.  It should also deal with issues of families formed after divorce 
and subsequent remarriage.  It should address issues relating to the children 
in this new family context, from the perspective of the combination of ‘my 
children’, ‘your children’ and ‘our children’, and the disciplinary dilemmas that 
result from this blend of relationships.   
 
This section should also deal with issues of moral, emotional and spiritual 
injury, broken trust and unforgiveness.  It should deal with the correct way to 
communicate with another person and with the rebuilding of personal 
wellbeing and self-discipline, that encourages the participant to rebuild his/her 
present lifestyle on new, healthier foundations.  This section should also 
address the aspect of the adult’s perspective of a given issue, versus the 
child’s perspective of the same issue and highlight the important role of 
communication in this particular aspect. 
 
The other section should deal with the issue of discipline, what is meant by 
the term ‘discipline’ and how disciplinary measures should be applied.  It 
should deal with aspects such as the appropriateness of discipline, with 
regard to age, type of punishment and period of punishment length, 
appropriate for different ages, as well as the importance of consistency in 
behaviour management.  This section should be developed from the need for 
elucidation concerning this particular difficulty, and the apparent parental 
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confusion that seems to exist regarding this aspect. This would help to place 
the focus of discipline in its proper perspective. 
 
These two new sections should provide much needed guidance to the 
distraught parents who choose to use such a programme of behaviour 
modification.  Placing their personal difficulties first, within the programme’s 
content, should contribute to the understanding of ADHD-related problems 
and place these in their proper perspective.  These aspects, like others 
mentioned here, still need to be researched further and applied more widely, 
to ascertain their true impact and value. 
 
 
6.5 LIMITATIONS OF THIS RESEARCH STUDY 
 
Although every effort was made to conduct a well-planned and thorough 
investigative research study, the following limitations were noted: 
 
• All the participants who took part in this research study came from the 
Eastern Cape Province of South Africa.  This limited the generalization 
capacity of this study’s findings and whether these would have been 
equally true in different settings. 
 
• The participants were all Caucasian, as no other races, having children 
diagnosed with ADHD, were available at the time this research was 
carried out.  It would have been beneficial to this research study to 
examine whether the programme is equally relevant to other cultural 
backgrounds. 
 
• Due to the legalities that are a part of divorce procedures, this study 
was unable to use single parents, because the custodian parent could 
not obtain permission to participate from the other parent.  This aspect 
could have had significant bearing on the Coping Skills Programme’s 
efficacy and outcomes. 
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Despite the above-mentioned aspects, the researcher feels that she has 
achieved the goals of this research study, which was to determine the efficacy 
of a Supplementary Coping Skills Programme of behaviour modification, by 
establishing the kinds of difficulties experienced by parents of ADHD-
diagnosed children, the adequacy of such a programme in addressing these 
ADHD-related problems, and establishing the extent to which these could be 
addressed, as well as providing relevant recommendations for future research 
study.  The programme was found to be relevant and helpful to parents of 
ADHD-diagnosed children, as long as the parents were of one accord and 
equally dedicated to helping their children overcome their difficulties. 
 
 
6.6 SUGGESTIONS FOR FUTURE RESEARCH 
 
ADHD is a very complex disorder and as such, much research work is still 
required.  The complexity of all the aspects, such as added problems and 
difficulties outside the ADHD diagnosis that might be adding to the family’s 
distress and that affect the management and treatment of ADHD-related 
difficulties, necessitates that research should never cease in this field.  The 
researchers are the voices of all children diagnosed with this debilitating 
disorder.  As such, it is their duty to carry on with the task of finding better and 
more efficient ways of helping parents manage their children’s ADHD-related 
difficulties. 
 
The greatest challenge that arose in this research study was the reluctance of 
schools to agree to test the Supplementary Coping Skills Programme in their 
classrooms, even at the request of the parents.  This raises the question of 
how to draw the schools into the ADHD-related behaviour management team?  
Based on this, the following is suggested for the purpose of further research in 
this field: 
 
• Further research is needed into the efficacy of such a supplementary 
programme, to be used by the class teacher in collaboration with 
parents and remedial staff.  This will provide the necessary tools, 
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presently needed in South Africa’s mainstream schools, to deal with 
ADHD-related issues without professional assistance. 
 
• Further investigation is needed into the personal needs of parents with 
regard to their marriage and marriage related issues, especially where 
multiple relationships, such as divorce and remarriage, have become 
problematic. 
 
• Further study is needed into the efficacy of a similar management 
programme, to be used by adults who have been diagnosed with 
ADHD as children, or who may be experiencing coping difficulties 
which disrupt their daily activities.  Such a study might provide a 
window of opportunity into the possibility of empowerment for adult 
individuals, who might be relying heavily on drugs and alcohol in order 
to cope with the effects of ADHD. 
 
 
 
????? o0o ????? 
 
 
 
6.7 CONCLUSION 
 
This final chapter has provided the reader with answers to the primary 
research question formulated in Chapter One of whether the implementation 
of a Supplementary Coping Skills Programme would adequately address the 
ADHD-related difficulties experienced by the parents of children diagnosed 
with ADHD, and also the objective of finding out to what extent such 
difficulties could be addressed.  Relevant recommendations were also made, 
with regard to more effective steps that parents of ADHD-diagnosed children 
might take in order to manage their children’s ADHD-related difficulties more 
efficiently.  The limitations of this study, found by the researcher to be of 
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significance, were also outlined here, as were some important and relevant 
suggestions for future research on aspects pertaining to ADHD-behaviour 
management. 
 
 
Train up a child in the way he should go 
and when he is old he will not depart from 
it. 
    Proverbs 22: 6 
 
 
 
 
 
????? o0o ????? 
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ADDENDUM 
 
Consent form and covering letter 
Research, Technology and Innovation Unit 
Faculty of Education 
Nelson Mandela Metropolitan University 
PO Box 77000, Port Elizabeth, 6031 
  
Consent/Participation Form 
 
 
Dear parent 
 
My name is Ana Gomes and I am presently completing my studies towards the D 
Ed degree within the field of Education.  My research topic deals with the efficacy 
of a Supplementary Coping Skills Programme of behaviour management, 
designed to help parents of ADHD-diagnosed children cope with ADHD-related 
difficulties. 
 
My supervisor for this research study is Prof MAJ Olivier.  Should you have any 
questions about my research or me, she will gladly respond to you.  She can be 
reached by telephone: 041 504 2377 or by e-mail at: Tilla.Olivier@nmmu.ac.za. 
 
Thank you for meeting with me for the interview, as suggested by your child’s 
Paediatrician.  Please complete the information slip attached to this letter and 
indicate whether you are willing to participate and assist me in this research 
study.  You may return the consent slip at your next appointment, where the 
research study will be explained in greater detail and any questions you might 
have will be answered. 
 
I value your time and interest and therefore would like to thank you in advance 
for the opportunity to include you and your family in my study’s results.  As a 
parent who had to deal with the effects of ADHD myself, your assistance is even 
more appreciated.  Together we will make a difference. 
 
 
Yours sincerely 
 
___________________ 
Ana Gomes 
Research, Technology and Innovation Unit 
Faculty of Education 
Nelson Mandela Metropolitan University 
PO Box 77000, Port Elizabeth, 6031 
  
Consent/Participation Form 
 
 
Please complete the following and return to the researcher 
 
 
 
 
 
 
We _____________________________ parents of _______________________, 
 
would like/would not like to participate in the proposed research study, as 
explained by the researcher. 
 
 
 
 
Sign:____________________                     Date:________________________ 
 
Sign:____________________ 
